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WHAT DO YOU WANT? 


WE should like to know what our readers want from 
the Health Education Journal. We get some very kind 
and appreciative letters from all parts of the world, and 
our circulation is increasing steadily, but we have not 
asked readers for many years for their views, and it is 
very possible that we are a bit complacent and out of 
touch. Would it be too much to ask you to fill in the 
brief questionnaire on the back of this page and post 
it to us? 

We have made several changes recently, and our plan 
now is to carry all the articles of general interest, 
together with the regular features—International 
Report, Health Education Refresher, book and visual 
aid reviews—in the H.E.J., and to place the background 
material of facts and opinions in the Health Information 
Digest. ‘The integration of the two journals will con- 
tinue, and there will be four issues of the Health Educa- 
tion Journal and two of the Health Information Digest 
appearing at two-monthly intervals. 





HEALTH EDUCATION JOURNAL 
C.C.H.E., Tavistock House, Tavistock Square, 
London, W.C.1. 





QUESTIONNAIRE 


Your profession, please 


How would you rate your interest in articles on the following subjects? Please 


put a tick in the appropriate column. 


Health education in schools 
hospitals 
»» general practice 
»» industry 
», public health (a) personal services 
(b) sanitation 
Psychology (a) human relations 
(b) educational 
Social anthropology 
Research (a) attitude surveys 
(b) evaluation 
Methods of health education 
Media of health education 
“International Report” 
“Health Education Refresher” 
Book reviews 
Film and filmstrip reviews 


Correspondence 


Do you favour special numbers, such as the Group Discussion number and the 
Visual Education number? Yes/No 


Are there any interests of yours that we have left out ? 








PRINCIPLES IN THE SELECTION 
OF CONTENT IN HEALTH 
EDUCATION 





By A. J. DALZELL-WARD, M.R.C.S., L.R.C.P., D.P.H., 
Deputy Medical Director, The Central Council 
for Health Education 





Ine literature of health education is rich in papers which deal 
with techniques and the principles involved in their application. 
While this is desirable and indicates the advance of our subject 
to the status of an applied science, it suggests an assumption that 
the basic knowledge, which is the material of health education, 
can be taken for granted. Nothing could be more damaging than 
to create the impression that the health educator is a purveyor 
of second-hand medical and biological information, or that he 
is the unconscious victim of scientific sophistry which makes both 
him and his subject ridiculous. A remark made by Leigh (1955) 
in his address to the B.M.A. meeting in Toronto is apposite. He 
reminded his audience that “It is sometimes forgotten amidst 
the luxuriance of the psycho- analytic jungle, that the roots of our 
knowledge lie embedded in the soil of the basic sciences ” 

The case of health education is no different from that of 
psychiatry, and the time has arrived when we should apply to 
the basic sciences from which we derive our information the same 
critical faculty that has been applied to the evaluation of tech- 
niques and media. Not only are questions of professional 
efficiency involved, but also ethical questions. Health education 
has its own ethics, but these can be threatened by enthusiasm 
which is not controlled by the scientific and critical approach. 
Enthusiasm for methods and personal satisfaction in participation 
should not be allowed to obscure the intention of our work—to 
provide accurate and truthful information which will guide 
people in organising their lives and behaviour in a way which 
will result in the advancement of health. 

One of the fascinating exhibits of the Buckinghamshire County 
Health Department depicts, amongst other things, daily life in a 
modern women’s prison. There are several ways in which this 
work could be evaluated. For example, there is the community 
participation involved, the production of a contrived experience, 
the expression of personality involved in the actual design and 
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handicraft. Lhere is another important aspect, however—what 
does the outside viewer learn? This exhibit is a medium of 
communication of knowledge which has had to be collected from 
its various sources and checked before it could be translated into 
the visual medium. ‘Therefore, after seeing this exhibit people 
could describe with confidence life in a modern women’s prison. 
Let us examine some specific examples. 

We learn that the prisoners wear plain dresses with vertical 
stripes, some green, some red and some blue. The wardresses 
wear dark blue dresses and carry bunches of keys. In the recrea- 
tion room there are books and a piano, while in the work room 
we find confirmation of what we had already assumed—that 
sewing mail bags is the main activity. There are more intimate 
details. At night the prisoners wear nightdresses of a design 
which is familiar to viewers of films depicting the lives of the 
early American pioneers. Each cell is provided with a jug and 
wash-basin and a chamber pot. 

Now, whoever communicates this information must accept a 
responsibility. The writer is less concerned with the ingenuity 
of those who fashioned the tiny chamber pot than with the truth 
of the claim that each cell is equipped with this article. The 
reader of this article might well say “ I don’t believe it—how does 
he know?” If the writer replies that he saw it in the exhibit, 
then how did the producers of the exhibit know ? 

[he answer is that those who participated were assigned 
the task of collecting all their information from books in the 
County Library. In particular they consulted one book which 
had been written recently by an intelligent and educated woman 
who had served a term of imprisonment in Aylesbury jail. The 
critical reader should now be satisfied, but it is important that he 
should have been critical. The preservation of human dignity 
and liberty depends on the stimulation and encouragement of 
the critical faculty, and in this respect health education has a 
function no less than education in general. Hamilton (1954), 
speaking on The Authority of Science and Scholarship, says that: 
“ Educators have always perforce been influenced by the general 
climate of opinion in the society in which they were working ” 
He adds that educators have always assumed that it was theit 
purpose to foster the development of certain beliefs, values and 
attitudes rather than others. Their aim has been to produce a 
measure of conformity on the one hand, and on the other hand 
to produce people who will react critically to commonly accepted 
beliefs and values. As regards the authority of science itself, 

the great development of science has led some people to 
suppose that science should exercise authority, thereby requiring 
uniformity of belief over a much wider field of human experience 
than a more careful inspection of the nature of science justifies” 
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Hamilton then goes on to distinguish between learning by repeti- 
tion and control by insight, suggesting that insight is connected 
with the relation of a priori ideas to experience. An overstressing 
of science and mathematics, he suggests, tends to produce the 
belief that the same degree of intellectual certainty or high prob- 
ability possible in these branches should be found in all other 
branches of experience. 

Certainly the biological sciences in general, and medicine in 
particular, show nothing like the same degree of precision—even 
in observation—that can be found in physics. The medical pro- 
fession knows, although unfortunately the public does not know, 
that many claims made by research workers can be challenged 
by others who make an approach to the same problem but by a 
different route. Leigh (1955) quotes a typical example, where 
structural changes observed in the brain, which were originally 
claimed to represent an organic basis for schizophrenia, were 
subsequently demonstrated in the brains of patients who had not 
suffered from this disease—the changes were merely the result of 
a general post-mortem change. 

Chis means, therefore, that people must be able to make a free 
choice, guided in their choice by their own critical faculties, 
unhampered by undue reverence for authority. In the report 
of the discussion group which followed Hamilton’s paper, it was 
said that, “In a free society, individuals should be as free as 
possible to make a personal choice in various situations. To do 


that they must be free from fear, whether arising from ignorance, 
from group pressure, or from lack of stabilising background of 
authority”. The group concluded that it would not be in the 
interests of pupils to abrogate the authority of the teacher. 
Health educators are presumably in the same position, but they 
must remember that authority is accompanied by a personal 
responsibility and is not to be taken for granted. 


Ethics of Health Education 


It must be admitted that prejudice has coloured many of the 
attitudes taken up by health educators—fish and chips, footwear 
and clothing are only three of the common topics on which 
censorious and unscientific opinions have been expressed. A 
more dangerous manceuvre is to press the claims of one authority 
and to withhold contrary or conflicting evidence in order to make 
a case. Some examples can be found in “ Bowlbyism ”, smoking, 
and cancer education. 

It might be thought, on general grounds, that such manoeuvres 
would produce intolerable personal conflicts. These have been 
avoided because it is possible for people to deceive themselves with 
believing that they are doing so much good that the means adopted 
do not matter. To those with psychiatric learning, people who 
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behave in this way stand naked, for their motivations and 
audacious denials are transparent. Thus a research project on 
the incidence of an infectious disease is abandoned because the 
facts obtained suggest that an immunising procedure has played 
little part in its reduction. A reference to the incidence of colds 
in the police force is rejected because it is in conflict with the 
general exhortation to the public to “ get into the fresh air”. In 
both cases the facts threatened previously held assumptions which 
were valued more highly than the true facts. 

An interesting example is contained in an abstract of a paper 
by Fischer (1950) published in Abstracts of World Medicine in 
the same year. Fischer studied 1,938 children in a wine-growing 
district of Germany and compared them with children in other 
districts. Babies in the first district are given wine in their bottles 
from the second day of life and thereafter 98 per cent of them 
drink wine continuously. The physique and development of 
these children was found to be better than those in areas where 
the conditions were better but where the children did not drink 
at all. The author describes his methods and the tests of perfor- 
mance applied and the reader can be satisfied that the findings 
are objective. 

The abstractor, however, writes: “The author’s objectivity in 
presenting his: findings is more than astonishing and inevitably 
gives rise to doubts as to the possible motive behind his investiga- 


tions. . . . The implications of this paper hardly merit serious 
consideration by the medical profession. Indeed, if the author’s 
claims could be substantiated, a revolution in our conceptions 
of feeding and upbringing would be necessary ”. 


Evaluation of Information 


Just as there are now acceptable principles of evaluation of 
materials and methods, so the content of health education can 
be “ pre-tested ” before it is translated into the chosen medium. 
The following rules are suggested, which have a decidedly ethical 
and philosophical character. 

(1) Have all the facts been verified by reference to original papers 
and sources of information ? 

Memory is merely the compass which guides us to the appro- 
priate source of information. However familiar we may be with 
a subject it is essential to check facts. If the facts consist of 
personal observations, then reference should be made to notes 
taken at the time. If there are no notes then it is risky to make 
use of material which cannot be supported by evidence. All 
information must pass the test of Truth. 

(2) Have the facts been examined critically ? 

The health educator should be a detached critic and should 

assess the value of the facts. This can be judged by (a) the author 
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of the paper and the journal in which it is published, the date 
of the publication and evidence from bibliography that the author 
has read the work of others; (b) by testing the claims made 
against personal experience ; (c) by deciding whether the informa- 
tion is acceptable because of its intrinsic value as scientific 
evidence, or whether it is purely identified with the personal 
views of the educator. 

(3) Does any evidence exist of equal or superior scientific integrity 

which conflicts with this information? 

The mature student should never be dismayed at the discovery 
that facts which appear to support an assumption are contradicted 
by facts obtained by a different approach to a problem. Tolerance 
of this situation is the mark of the true scientific spirit, which 
recognises that truth can never do harm. It is the duty of health 
educators to present the whole truth to their audience. 

(4) Has every field been explored? 

As health education covers every field of human activity, the 
sources of information are unlimited and are not confined to 
medical and educational libraries. From Shakespeare to Graham 
Greene, from Voltaire to Bertrand Russell, Chekhov to André 
Maurois, Maupassant to Somerset Maugham, all the worthwhile 
writers have made a contribution to the understanding of human 
relationships—indeed the recognition of their genius has been 
due to their mastery of psychology. Tinbergen and Lorenz 
remind us of how, in our neglect of the phenomena of animal 
life, we have missed the opportunity of the better understanding 
of our own behaviour. Health education is a name describing 
a broad cultural discipline. 

(5) Has the audience or the potential reader any information 
on the subject ? 

It is a dangerous assumption that there is no one in the 
audience who possesses any knowledge about the topic. The 
writer was once startled at a public meeting by the knowledge 
possessed by a member of the audience on the danger of 
Cl. Welchii infection of bottled peas. A speaker or writer on any 
subject must be prepared to support any part of his discourse 
which may be challenged. 

It has been said that it is characteristic of the self-taught that 
they either believe that the facts they have discovered are known 
to everybody and therefore not worth repeating, or that they 
themselves are the only people who possess them. Those who 
have the opportunity of sharpening their wits against others know 
that the truth lies midway between these extremes. Again, 
experience tells us that anything worthwhile has been said before. 
Chaucer and Shakespeare went to the classics and to Boccaccio 
for their stories, Swift offered advice on the preparation and 
delivery of talks which has been arrived at independently by 
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modern experts, while Shaw's opinions and epigrams appear to 
owe something to Swift. 

Sometimes isolation from the ideas of others leads lecturers 
and writers astray. ‘Thus a schoolmaster who was touched by the 
plight of a handicapped pupil in his class submitted an article 
in which he alleged that society was guilty of neglect of this 
particular problem. Had he had access to The Health of the 
School Child he would have read 19 pages devoted to that subject 
alone which would have shown him that, far from neglecting 
this handicap, considerable time and money had been expended 
with benefit to the children concerned. 

(6) Has the statistical evidence been checked by reference to the 
original tables ? 

[he greatest danger may arise from reliance on second-hand 
or simplified statistical material. Although the health educator 
has the task of translating statistical material into language which 
is understandable to those without statistical training, he must 
be competent himself to analyse and interpret the original 
material. ‘The training of the health educator should equip him 
for this task, and it should be aimed at stimulating a critical 
faculty and an alertness to detect fallacies and weaknesses which 
are inherent in many statistical surveys, even those which have 
been conducted “ by the best people ”. 

Thus, Mackintosh (1955) refers to a bias in the sampling 
method adopted by George et al. (1953) in their survey of the 
work done in Child Welfare Centres in Birmingham. Although 
three types of welfare centre exist in that city, the investigators 
chose to study a type of centre where the proportion of children 
requiring medical advice is smaller than in either of the other 
two types. This fact was revealed two years after the publication 
of results which supported an argument against maintaining a 
medical officer in the welfare centre. 

A certain health educator, when lecturing to student nurses on 
the subject of pulmonary tuberculosis, mentioned that this disease 
was the principal “ killer” to-day. She was challenged by her 
students, who rightly pointed out that although notifications had 
increased, mortality had considerably decreased. In haste, the 
lecturer had prepared her material from a book on social 
medicine published in 1945, and one which was written with a 
certain bias. Reference to the primary and thoroughly reliable 
source, the Registrar General, showed, to her alarm and despon- 
dency, that the students were rigkt. 


The Salk Vaccine 


\ valuable object lesson in the hazards of the popular presenta- 
tion of statistics in support of claims was provided by the incident 
of the Salk Vaccine in 1955. 
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Ihe Times medical correspondent said on August 10, 1955, 

The method of announcing the results of the 1954 trial was, 
to say the least, unusual, and all over the United States health 
authorities and children’s doctors found a growing popular 
demand for the use of a vaccine about which they could discover 
very little in the medical or scientific journals ” 

Che British Medical Journal of April 30, 1955, published 
complete report with tables and commentary, which revealed that 
although the vaccine undoubtedly had conferred a measure of 
protection the figure given to the public, that it was 60--go per cent 
effective against paralytic poliomyelitis, was misleading. It is 
particularly important that the public is generally unaware of 
the usual proportion of paralytic cases in an epidemic. 

Che report of the trials shows that there were some statistical 
fallacies in the planning of the trial. 


Poliomyelitis Non- 
Rate per | Paralytic| paralytic 
No. 100,000 | 


Study 


Pop. 


| : 
Cases of 
Study Group | 


Observed areas j | 
2nd grade Vaccinated | , 5 25 38 
ist and 3rd grades Controls ot hi . 54 339 
end grade Not vaccinated 3,605 5 44 43 


Extract adapted from Table II of Evaluation of 1954 Field Trial of Poliomyelitis 
Vaccine. Michigan, April 12, 1955. 
Source: British Medical Journal, 1955, 1, 1083, et seq. 


Inspection of the table shows that there was considerable 
difference in attack rate between the control group and the second 
grade non-innoculated children. This suggests that the second 
grade—which was chosen for vaccination—had different charac 
teristics, apart from age, which affected its experience, and that 
had the control group been selected from this grade the results 
would have been materially affected. 


| | Cases of Poliomyelitis : 
Study Group | Study | | Rate per | Paralytic Non- 
Pop. No. 100,000 fe. varalytic 


Placebo areas : 
Vaccinated 200,745 
Placebo 201,229 
Not innoculated 338,778 


In the results of the “ placebo group” we discover a curious 
modification. of the published results when we examine the 
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experience of the non-innoculated group. The difference in 
attack rate between the non-innoculated group and the placebo 
group based on the common factor of cases per 100,000 of popu- 
lation is 25. On the same basis the observed difference between 
vaccinated and placebo groups is 43; but the observed differ- 
ence between the vaccinated and non-innoculated groups is 
only 14. One could use this evidence in support of a claim 
that injections of placebo increase the likelihood of contracting 
poliomyelitis! 

The effects of the sensational presentation of the claims of the 
Salk vaccine were far-reaching, and the public pressure for its 
immediate application did not take into account the possibility 
of the unfortunate accidents which later occurred. The Times 
medical correspondent quoted a reliable statement that 20,000 
doses were missing when stocks were withdrawn by the govern- 
ment, “ having apparently gone to the black market”. In the 
meantime, he wrote that “ Canada, with a record of 800,000 
injections of a killed vaccine, had experienced no disasters. Three 
reasons for this are given: the high standards of the laboratories 
where production was undertaken, the absence of an overpower 
ing pressure group and, closely associated with this, a greater 
readiness to accept scientific advice.” 

It is remarkable how closely these words resemble those of 
the discussion group reporting on the Authority of Science. 


System of Handling Information 


This account would be incomplete without some reference to 
the organisation of information services which are essential for 
all branches of health education activity. The Central Council 
for Health Education has built up its own information service 
which provides assistance to all health educators both in this 
country and overseas, and since the organisation has grown and 
expanded as a result of demand and experience, the formula 
which has now been arrived at may be claimed to meet present- 
day needs. In part the work is that of a librarian, but at the 
modern pace of the publication of new material the tendency is 
less and less to discover factual information in text books and 
more and more to turn to journals, occasional papers and reports. 
Then, again, some of the information is contained in relatively 
obscure publications of specialist interest. The work is also like 
that of an intelligence service, compiling a regular summary of 
events and news and pursuing special inquiries through personal 
contacts in academic, industrial and professional fields. 

The archives of the C.C.H.E. information service are main- 
tained by the scrutiny of some 140 journals received regularly.* 
In addition the library purchases books and receives many review 

* A classified list can be obtained from the C.C.H.E. 
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copies. Newspapers and magazines are also watched for news 
items or feature articles of interest in the field of health education. 
By personal acquaintance with research workers in universities, 
government departments, the Medical Research Council and the 
Public Health Laboratory Service, it is possible to obtain advice 
and answers to special inquiries. In addition, contact is main- 
tained with other libraries. 

The information service is staffed by a librarian and an 
assistant librarian under the general direction of the Deputy 
Medical Director. The production of the Health Information 
Digest is the responsibility of the service and in addition assistance 
is given upon request to the following: 

(1) Health educators of every category. 

(2) Students—training colleges, D.P.H., D.1.H., and Dip.H.E. 
With the exception of the last, this assistance is not limited to 
London students but covers the whole country and overseas. 

(3) M.Os.H. who are faced with any problem in which 
specialist information is required which is not available locally. 

(4) Individual members of the public—in this case conven 
tional medical ethics are strictly observed. 

(5) Commerce—advertising consultants, welfare officers of 
industrial organisations. 

(6) Internally within the organisation of the C.C.H.E. The 
information service is the “ resource member ” for the publica- 
tions department and the press bureau. Naturally it is also 


used in the preparation of material for in-service training 
courses, seminars and the summer school. 


Methods of Classification 
The key to the efficient handling of information and literary 

material is classification. ‘The method used in the C.C.H.E. is the 
Universal Decimal Classification System, which allows the classi- 
fication of ideas and concepts as well as subjects and thus permits 
the widest possible cross references. A full account of this system, 
which was invented by Dewey in 1875, is contained in the fore- 
word to the edition published in 1947.* It is essentially a code 
using the numbers o-g with decimal points inserted to break 
up groups of numbers. For example, a paper entitled * Welding 
and Health” (British Medical Journal, 1952, i, 1239) is assigned 
the code 613: 331.76: 669.162.1. This is compiled as follows from 
index numbers assigned to the separate concepts involved: 

613—Personal Hygiene (a subsection of Medicine). 

331—Labour (a subsection of Social Science) 

331.76—Manual Workers, Crafsmen. 

669—Metallurgy. 

669.162.1—Type of Process. 


* The Universal Decimal Classification. 
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It will be noted that the sign: is interposed between the codes 
representing main sections, while the decimal point is interposed 
between subdivisions of main sections. A code such as this allows 
access to the information by a number of approaches, so that a 
physician, a sociologist or an engineer could trace this paper by 
reference to their card indices. ‘Thus the possibility of missing 
a reference due to personal bias of the inquirer is avoided. 

lhe first stage in the process is to classify the paper or informa- 
tion, and this is sometimes a lengthy process involving thorough 
knowledge of the subject. The next step is to assign a code 
number and to type out a card with the title of the paper, author, 
date and bibliographical reference with the code number at the 
head. ‘This process is carried out for all information which has 
been selected for future reference. When the time arrives for 
the use of the information all that is necessary is to call for the 
cards whose code refers to the topic, and reference to the or iginal 
papers can be made. 

After several years of compilation the number of references runs 
into thousands, and some subjects such as Nutrition may contain 
so many subdivisions that the material again presents difficulties 
in handling. Here the secret is to decide upon the theme which 
is to be treated and to select from the “ pack” only those cards 
which relate to the theme. Such work of course requires an 
aptitude for classification, but after experience a personal judg 
ment is acquired. Thus, even if mechanical sorting is used it 
does not eliminate the need for a personal skill; and the prin 
ciples of selection and evaluation referred to earlier in this pape 
apply throughout the process. It must never be forgotten that 
the whole value of health education depends upon the integrity 
of the information which forms its content. 


Summary 


The claim is made that there are clearly defined principles 
in the evaluation of the content of health education, just as in 
the case of methods and materials. Science has its own limita- 
tions and is in danger of becoming a new dogma unless education 
can inculcate a spirit of criticism and evaluation by testing 
scientific claims against the basic philosophic truths. In this lies 
the fundamental ethic of Health Education. The _ health 
educator should willingly accept the responsibility for the obtain- 
ing of information and for the checking of its accuracy and 
integrity, avoiding dangerous short cuts and the conflict of 
enthusiasm with truth. Facility with bibliographic research and 
the interpretation of statistical material should be part of the 
skill of a health educator. An information service is a sine qua 
non for health education, and its function is compilation of 
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knowledge and its classification in a form which will allow easy 
access and the widest possible search in all the allied fields. 
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TEAMWORK AND TECHNIQUES IN HEALTH 
EDUCATION 


In the pages of the Health Education Journal from now until 
next summer we are going to remind you of the 1956 Summer 
School in Health Education. This gathering together of the key 


people in the Health Education field, for that is what the Summer 
School is, will take place from August 14 to 24 next at Stoke 
Rochford, a mansion standing amidst spacious parkland five miles 
from Grantham in Lincolnshire. 

The subject for study will be “ Teamwork and ‘Techniques in 
Health Education”. ‘The chief speakers will suggest the possi- 
bilities and problems of closer co-operation between members of 
the health team and will pave the way for discussion in groups 
(and probably many informal debates in individual conversation), 
while in practical sessions the full range of techniques for 
“putting over” Health Education will be demonstrated in a 
variety of situations. 

To those readers who have not participated in a CCHE 
Summer School, we say put the dates in your diary and think 
about it. We shall remind you again in the next issue to help 
you to keep in mind an important event for all concerned with 
community health. 

In the meantime, those who are interested can obtain further 
particulars from The Medical Director, The Central Council for 
Health Education, Tavistock House, ‘Tavistock Square, London, 
W.C.1. The inclusive fee for tuition and residence will be 
twenty guineas. 











THE BASIS OF TRAINING IN 
INDUSTRY 





By MARGERY FASSAM 





TRAINING in technical skills has been going on in this country 
ever since the first master craftsman took on his first apprentice 
and began to initiate him into the mysteries of his craft. This 
kind of training still goes on in industry. Many firms run 
apprentice schools in which youngsters straight from school are 
trained both on the job and in the classroom. With the increase, 
however, in the number of men and women employed on 
unskilled or semi-skilled work, industrial training has come to 
include training in the social and human skills at work—the 
training, in fact, of those who supervise and manage ; and it is 
in this field that many of the new methods of training are being 
used. 

Training in supervision or foremanship is a comparative new- 
comer to this country. It grew up, in fact, during the Second 
World War. Previously it had been the custom to promote to 
foreman the man who was the most skilled or the most senior of 
his group. It was found, however, that many of those who were 
excellent craftsmen were incapable of organising the work of 
others or of building a team at work. To overcome this, many 
large firms in this country have started a special training course 
for those picked out for promotion to the rank of supervisor. 

To initiate a scheme of this kind it is first necessary to ask— 
What does a supervisor need to know ? 

Naturally he needs to know as much as possible about the 
work which he is supervising, but after this he must ideally be 
a man who understands the needs and problems of people at 
work ; he must be able to correct or reprimand without upsetting 
the whole factory ; he must be able to maintain discipline through 
the co-operation of everyone in his department ; he must know 
when to turn a blind eye ; he must know when encouragement 
will achieve better results than “ binding”; he must be able to 
get the best out of the people who are working under his care 

All these factors add up to the supervisor having a certain 
“ attitude of mind” to the supervised ; and it is to the end of 
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achieving a “ right’ 
training is aimed. 

It is for this reason that many firms feel that the group discus- 
sion method of training (with all its variations) is the most 
successful. 

The sound film-strip is widely used in industry to start a dis- 
cussion. In this method the filmstrip shows a supervisor faced 
with a knotty problem in human relations at work which it is 
the group’s problem to solve. It is always stressed that there is 
no one answer to the problem which has been posed—any man’s 
solution is as good as the next man’s—but the solution which the 
group arrives at after discussion—the integrated solution, in fact 

will usually turn out to be the best ! 

Every supervisor who sees this problem will undoubtedly have 
his own snap solution. His first reaction will also undoubtedly 
be modified after he has heard other people’s points of view. 
In this way he learns one of the essentials of good supervision— 
to think before he acts. 

A further development of this type of discussion group is the 
role-playing session. And this is particularly successful in teach- 
ing people how to conduct an interview. Take, for example, the 
group which is working on the problem of how to deliver a 
reprimand. Two people will be chosen from the group—one to 
deliver the rebuke and the other to receive it. They will be 
told the facts of the case. The supervisor will be told that he is 
to reprimand a man who is constantly late on Monday morn- 
ings. The man at the receiving end will also be given his half 
of the story. He may, for instance, have some very good and valid 
reason for his regular lateness. If he has, it is the supervisor's 
task to find out what it is, and to reprimand or not as he feels 
the case deserves. What is surprising about this kind of test is 
that often the supervisor finds a reprimand is not necessary, and 
that what the “ offender ”’ needs is help of some sort. 

Is this kind of supervisor training destined to “ spoil” the 
worker as some people maintain ? Many people to-day feel that 
there is too much “ velvet glove ” and not enough “ iron hand” in 
industry. What purpose is served by teaching a supervisor to 
handle awkward situations when the same object could be 
achieved by sacking the offender ? 

There are two simple answers to this. Firstly, in the present 
shortage of manpower it is essential that no one is fired until 
every other method of trying to fit him into the working group 
has been tried. Secondly, it has been proved over and over 
again, since Elton Mayo first conducted his surveys at the Haw- 
thorne Plant in Chicago, that productivity depends very largely 
on the good working together of a group of people. 
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Chere is still, however, a very large question left unanswered. 
Should this particular kind of “ attitude” training be confined 
to supervisors and managers? Might not workers themselves 
benefit from a course in human relations at work? We are 
succeeding, we hope, in making the foreman believe that the 
worker is human; have we succeeded in making the worker 
believe that the foreman and the manager are ? 


SEMINAR FOR OVERSEAS PUBLIC HEALTH 
WORKERS 


A three-day Seminar for Public Health Workers from Overseas, 
organised by the Central Council for Health Education, will be 
held at Passfield Hall, Endsleigh Place, London, W.C.1, from 
April 17 to 21, 1956. 

The subject for study will be 


* The Principles, Methods and 


Media of Health Education’. The programme has been designed 
to help health workers to make the best use of health education 
opportunities, to improve their skills in the use of educational 


methods and media and provide guidance in the preparation of 
community health education programmes. 

The seminar is intended for professional health personnel, edu 
cationists, and auxiliary workers concerned with health educa- 
tion of the public. It is planned at this time for the benefit of 
delegates who will be coming to England for the Health Congress 
of the Royal Society of Health, and for this reason will be heid 
during the week preceding the Congress. 

The programme will include lectures and discussions on Case 
Study Approach to Health Problems by Dr. John Burton, Medical 
Director of the Central Council, lectures on Learning and the 
Use of Materials in Health Education by Dr. W. Emrys Davies, 
Education Officer, and an Analysis of the Public Health Problem 
and Health Education by Dr. A. J]. Dalzell-Ward, Deputy Medical 
Director. Mass Media in Health Education for Illiterate Com 
munities will be discussed by Mr. W. Sellers, O.B.E., Film Adviser 
to the Colonial Office. 

Delegates will be accommodated in single bed-sitting rooms ; 
the inclusive fee for tuition and residence is {7 7s. 

Further particulars can be obtained from The Medical 
Director, The Central Council for Health Education, Tavistock 
House, Tavistock Square, London, W.C.1. 
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LEADERSHIP 





By General SIR DOUGLAS GRACEY, K.C.B., K.C.LE., C.B., 
M.C., Commander-in-Chief, Pakistan Army, 1948-51 





So much has been said and written on the subject of leadership 
that it is not an easy question to discuss without being dubbed 
platitudinous. 

My own ideas spring from a lifetime’s association with men of 
different races, in different countries, and under different condi- 
tions of peace and war—and more recently from my experience 
in Pakistan with the future leaders of the Pakistan army. 

To my mind, a leader is a man who inspires his superiors with 
confidence at all times, and for whom his subordinates will go 
to the limits of their endurance, when necessary. 

In times of routine or peace, most men who have been put in 
a position of authority are bolstered by that very fact and can 
hold down a leader’s job. But to inspire those who are led to 
tackle every crisis, and to instil full confidence during a crisis 
needs a special type of man. Each nation or group of races, 
Anglo-Saxons, Slavs, Japanese or Pakistanis will, by reason of theit 
different characteristics, react differently and have different ideas 
of how a leader should behave, but all require their leaders to 
have certain fundamental qualities. The order of priority varies 
with the kind of leader needed—a prime minister, a foreman of 
a works, a governor, a bishop, a village headman or a country 
parson—but the list is formidable. 

Selflessness and integrity, the ability to think deeply and plan 
well, and te anticipate trouble ; courage and the powers of deci- 
sion ; the personality to inspire confidence ; accessibility ; fair- 
mindedness ; calmness and balanced judgment; energy; the 
ability to appreciate and express appreciation of the work of 
the “ man under the harrow” ; and the capacity for justice and 
impartiality in handing out praise or blame. Some of these quali- 
ties are bred in a man, some come as he gains experience from 
his training and from the recorded experience of others, and by 
studying the methods of his own and other leaders. Brilliant 
leaders of the past have had most, if not all, of these character- 
istics, and often, in addition, a certain degree of ruthlessness, 
depending on the times and countries in which they lived. 
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There seem to be two main ways by which a man learns more 
quickly to become the right type of leader. One is by making 
note of his own mistakes and learning from them, and the other 
is an imperative—he must study closely, by every possible means 
and particularly by personal contact, the men he is to lead. This 
is a tall order when you are dealing with large groups, and it 
means that the leader must spend himself without stint to achieve 
knowledge and understanding, as well as the full confidence and 
respect, of his men. I found, both in Europe and in Asia, that 
“ getting down to it” with the men in an emergency (provided it 
was done as a matter of course and without ostentation) had a 
noticeably good effect on all concerned. Whether it was shoving 
a car out of mud or sand, or digging one’s slit trench, the chore 
was no longer a chore, but fun, to be done more quickly and 
efficiently. 

What are the common faults in a leader, and of what quali- 
ties or characteristics are the led most apprehensive ? Bumptious- 
ness and hypocrisy are two cardinal faults. Injustice and its 
corollary, a proneness to look for faults, or a failure to appreci- 
ate and say “ Thank you” for good work, makes men fed up. 
Toadying to higher authority is also an unforgivable sin. Lack of 
experience in a leader makes for lack of confidence in him, but 
this can be off-set by a recognised willingness to learn from others 
who have had perhaps a longer experience in less responsible 
positions. 

Though the fundamental qualities of a good leader remain the 
same throughout the world, the emphasis on some characteristics 
may vary from country to country. In Asian countries the 
experienced grey-beard is preferred to the youngster. The 
balanced judgment of the “elder” is almost always preferred 
to the brilliance of the younger man. This feeling has been 
expressed to me hundreds of times by soldiers and civilians alike. 
In the more primitive societies, where heredity still counts for 
so much, it is wise to choose one’s leaders from the acknowledged 
ruler or headman class. Sometimes when a relation of a respected 
ruler fills the bill, his age will not matter so much, for his relation- 
ship in the ruling class will counter-balance his lack of experience. 
Democracy is still only skin deep in most parts of Asia. 

It goes without saying that such leaders must be chosen on the 
spot by men—whatever their nationality—who know the country, 
the people and the local conditions, and not from application 
forms studied at some remote headquarters. A small mixed com- 
mittee of Asians and Western technical advisers is probably the 
best method of ensuring a suitable choice. When it is intended 
that the chosen leader should work in his own district, it is often 
best to adopt the “ Jirga”’ or tribal committee system and consult 
the local indigenous headman and officials. 
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Whereas in Western countries many of the qualities and 
characteristics | have emphasised as important are valued and 
deliberately cultivated in boys and men, this is not always so 
in Asia. Life has unfortunately led men to regard ruthlessness, 
selfishness and nepotism almost as perquisites of a leader. Never 
theless, men experienc ed in local conditions, men with the person 
ality to inspire confidence, and men with the hereditary right 
to lead can be found, as experience is proving every day. Once 
such a man has been picked as a leader, he must then be trained 
in, and tested for, the other essential qualities of a leader. It is 
unfair to the man if he is not technically, morally and psycho 
logically educated before he is expected to educate others. It 
must never be forgotten that it is much harder for a person 
brought up in the narrow parochial atmosphere of his village 
(where loyalty to the family or the tribe is the first loyalty) to 
avoid nepotism and thus injustice, or to make a real success as 
a leader where everything about him is known. 

In the East, a qualified technician is almost universally re 
spected as such, especially when he is also honest. A man of 
proven integrity is respected to a remarkable degree—if not 
actually revered—in his own or any other Asian country. ‘The 
late Mr. Jinnah Quaid-e-Azam of Pakistan was idolised by 
Pakistanis, not only because he strove so long and so success 
fully for Pakistan, but also because of his stark integrity, honesty 
of purpose, and uncompromising dislike of hypocrisy, nepotism 
and injustice. 


Title-page and index to Health Education Journal, Volume 


XIII, 1955, are available on application to The Editor, 
Health Education Journal, Central Council for Health Edu- 


cation, Tavistock House, Tavistock Square, London, W.C.1. 
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SOCIOLOGY AS THE BASIS OF 
HEALTH EDUCATION’ 





By J. P. LEBEUF, Chief of the Sociology Section, 
W.H.O. Regional Office for Africa 





THERE may at first sight seem something strange in the idea that 
sociology can contribute to the improvement of health as do 
medicine and public hygiene, which are the basic fields of action 
of the Worid Health Organisation. But, as the W.H.O. Constitu- 
tion states: ‘* Health is a state of complete physical, mental and 
social Well-being and not merely the absence of disease or infirmity ”’. 

It should also be noted that the aim of W.H.O. is : ‘* The attain- 
ment by all peoples of the highest possible level of health ”’, and ix 
cannot be denied that, within this wide definition, social and 
economic factors play an important part in solving the problems 
of public health. When, for example, the diet of a primitive popula- 
tion consists of cassava root and dried fish, it is useless to prescribe 
a different one unless the people can themselves produce the food- 
stuffs needed for a new diet within the framework of their existing 
economy. 

Although one of W.H.O.’s watchwords is: ‘ Prevention is 
better than cure ”’, it is not just sufficient to decide, for instance, on 
a campaign for the mass control of smallpox: the people to be 
subjected to vaccination against this scourge must also be given a 
chance to understand what is being done for them, and that it is 
being done for their own good. Otherwise, the public health 
medical officer will come up against habits and traditions, customs 
and beliefs—in short, against archaic concepts which will very likely 
hamper the development and compromise the success of health 
campaigns utilising the most recent discoveries and most modern 
techniques of medical science. 

The presence of a sociologist is very often—in fact it may be 
said always—necessary to bridge the gap between non-industrialised 
populations and the doctors, engineers and public-health nurses 
taking part in such campaigns. 

The sociologist studies social phenomena as a whole, by means of 
special methods of investigation when it is a question of non- 

* W.H.O. Special Feature, No. 7, Dec., 1953. 
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industrialised populations, since in that field sociology and ethnology 
meet. Sociology studies not only the archaic aspect of so-called 
‘primitive’ peoples, but also their evolution, i.e., it attempts to 
envisage what they will be like when they will have more or less 
assimilated modern techniques. 

Even before the W.H.O. Regional Office for Africa was estab- 
lished in Brazzaville, it was felt that any campaign to be undertaken 
in Africa by the usual health technicians—doctors, sanitary engin- 
eers and nurses— would be made easier and the chances of success 
enhanced by the assistance, on the spot, of a specialist in social 
problems.. The addition of a Sociology Section to the Regional 
Office filled a definite need and guaranteed a greater chance of 
success among African populations. 


Smallpox—a Blessing in Disguise ? 

Let us take the example of smallpox, which is one of the scourges 
against which the governments of African territories have employed 
all the resources at the disposal of their health services, and to com- 
bat which enormous efforts have been made. Certain primitive 
populations believe that although smallpox may attack a great 
many people it kills only those whom the Africans themselves call 
sorcerers—i.e., those whose role is to spread misfortune. Smallpox, 
therefore, not only identifies such people—who cannot be recognised 
otherwise—but it also relieves the community of their presence. 
The appearance of the disease is, therefore, considered a necessary 
evil, but in the end beneficent. 

These are strongly rooted beliefs which have been passed on 
from generation to generation from time immemorial and it will, 
therefore, be readily understood that it is no easy matter to gain 
acceptance by these people on the spur of the moment of the idea 
of vaccination. Unless there is mutual understanding, the inhabit- 
ants of under-developed territories are inclined to avoid preventive 
medical measures. 

They may go so far as to desert their villages and disappear into 
the bush, returning to their homes only after the mobile health 
unit has passed by—and a vaccination campaign, undertaken in 
good faith, will thus fail to achieve its aim. It is in such cases that 
the services of a sociologist become essential ; not only will his 
liaison work between the two parties ensure success for a health 
campaign, but he will be able to establish direct human contact 
between those who represent progress and those who should receive 
the maximum benefit from it. 

It is not sufficient to approach primitive peoples with understand- 
ing ; we must explain our aims, obtain their sympathy by our 
approach, and persuade them to co-operate with us. 

The sociologist’s task is two-fold: on the one hand he must 
provide such peoples with health education, and on the other he 
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must impart his ethnological knowledge to the health teams working 
in the field 


What to Respect 

Why should we upset, even in the name of hygiene or science, 
beliefs which are very often sensible and which have always formed 
the basis of the African’s life, since, for him, religion is a part of 
daily living ? 

In some African dwellings there are shrines for the worship of 
the dead where relics of ancestors are preserved. It is obvious that 
even this sanctuary must be sprayed with D.D.T., like the rest of 
the house, if a malaria control programme is to be successful. 
But is it necessary to offend the deep religious feelings of the inhabit- 
ants by profaning what are to them sacred places when there are 
priests, intermediaries between the living and the dead, who can 
open the forbidden doors without offence by performing the 
necessary rites for the prevention of profanation ? 

It is by adopting such methods, which respect their beliefs, that 
we shall persuade these people to collaborate with us in the interests 
of health and for the well-being of all concerned. 


A Different World 

Western civilisation places the main emphasis on the individual. 
An African, on the other hand, considers that he forms part of the 
whole universe in the same way as plants, insects or animals. He 


is a part of the cosmos and cannot detach himself from it. 

Between man and what we call nature he establishes secret and 
exact relations. A particular type of man corresponds, for example, 
to the crampfish, another to the sorrel, the lemon, a colour or an 
insect. Certain people can only be fishermen and others hunters, 
and woe to him who deviates from his natural sphere ; misfortunes 
will shower upon him, particularly in the guise of disease. 

The African’s sense of values is different from ours and is based 
on another system of logic which is none the less logical. For 
example, there are male and female diseases. ‘The one is acute, 
the other chronic. This does not mean that the male diseases 
affect only men ; it is much less simple'than that. It is understand- 
able that even physicians find themselves at a loss when confronted 
by the unforeseen reactions which are caused by beliefs of this kind. 

All disease, like all cure, is according to these people a super- 
natural question and can only be caused by “spirits ’’. Therefore, 
although it may not always be possible to respect their beliefs in 
their entirety, it is important—even in the interests of public health 

—to be aware of them and to adapt oneself to them, or perhaps 
to “slant ’’ them in such a way that sick and healthy people may 
benefit from curative and preventive medical treatment respec- 
tively. This is one of the sociologist’s problems—to smooth out the 
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difficulties which arise when two races, two civilisations and two 
concepts of life, and of the universe, meet. 


A Pressing Problem 

A pressing sociological problem in Africa to-day is the fate of the 
detribalised populations which have broken with their ancestral 
customs and community life in order to work in the towns. 

These people are torn between the often brutally opposed tend- 
encies of two different forms of civilisation. Having abandoned 
their traditional beliefs and uprooted themselves from their ancient 
ways of life and customs, these people become unstable in a way 
which threatens not only their physical health (venereal diseases, 
alcoholism, etc.), but also their mental health. 

With very few exceptions, they are far from having achieved 
adjustment. The species of fever which incites them to make 
acquaintance with our customs, to imitate and even to exaggerate 
them, leads to maladjustment, and even to complete disequilibrium 
in some cases. The irrational use of money, which represents a 
new magic power complementing rather than replacing traditional 
magic, is one of the most obvious examples. Here again the socio- 
logist must collaborate with the physician for the protection of 
public health, both physical and emotional. 


The Opinion of an African 

There are many examples of this constant clash between progress 
and the primitive concept of life. In the words of Mr. Tangu 
Yei, himself an African : ““There are many parts of the world where 
ancient civilisations are to-day adopting new techniques in order 
to raise their living standards. Nevertheless, in certain territories 
where traditions are particularly deep-rooted, industrialisation, the 
development of agriculture and the introduction of new sanitary 
measures create problems—at least for the moment—the impor- 
tance of which cannot be ignored. 

“African populations often find it difficult to adapt themselves 
to the immediate consequences of this evolution. It is important, 
therefore, in order to gain their confidence and to avoid running 
counter to their time-honoured customs, that those who wish to 
introduce new methods into these countries should have some know- 
ledge of the reasoning behind certain primitive beliefs which still 
hold sway.”’ 

It is for this reason that W.H.O. employs sociologists to carry out 
a large-scale survey of these problems as a whole. 


Some Examples in Africa and Elsewhere 

In attempts to control ankylostomiasis, dysentry and other 
parasitic intestinal diseases, an effort has been made to convince 
people of the necessity of building latrines and of using them. 
Campaigns of this type are needed to-day in various regions. 
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In Indonesia, for example, the idea was considered so curious 
that the people to whom it was explained thought they had misun- 
derstood. In certain parts of India the idea is considered more or 
less ridiculous : why take the trouble to dig latrines when there is 
all that space around the village ! 

The primitive belief is that excrement contains a virtue which 
must be returned to the soil in order to maintain the balance of 
nature. In reality, it is a cycle of infection which operates from the 
sick to the healthy through the intermediary of insects or domestic 
animals. 

In Uganda, attempts to improve conditions of hygiene in dwell- 
ings have also come up against various forms of resistance, which 
has its basis in religious beliefs and which has proved practically 
insurmountable. In these regions houses very often have no 
windows and the entrance is very low. Only very little light and 
air can enter, but also the “ evil eye ’’ which is responsible for all 
diseases, poverty and death, cannot get in . . . and neither can 
mosquitoes ! This is a logical attitude, but here again the logic 
is not our logic. 

In many instances also, people confuse the measures taken for 
diagnosis with treatment of the disease itself, so that a man believes 
himself to be cured once a blood sample has been taken from him. 
It is also very difficult to make these people understand what we 
mean by the words germ and microbe. 

Dr. Heiser reports that, in the Philippines, where the inhabitants 
were full of enthusiasm for a health campaign, they put themselves 
on a war footing and were ready to throw themselves into an attack 
on microbes with “‘ bolas’’ (a kind of flail). Enemy No. 1 had 
better look out ! 

Most Africans take undisguised pleasure in the spectacular heca- 
tombs of mosquitoes and vermin which are the result of D.D.T 
campaigns. Iranian peasants, on the other hand, are worried 
because even the harmful insect comes from God, and God knows 
what worse misfortune may take its place. . . . 

In Moslem countries, physicians must fulfil certain conditions if 
they are to be accepted by the population and, unless every effort 
is made to accustom them to the idea, Moslem women will not 
easily allow themselves to be examined by a man. In West Africa 
no physician may examine or treat a woman if he is younger than 
her husband. 

All these different factors prove that health education must be 
based on sociological considerations. Misunderstandings and 
intolerance constitute two serious obstacles to mass campaigns 
against diseases of great social importance. In this field, misunder- 
standings may have tragic consequences and they also lead to wast- 
ing a great deal of money. 
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SOME FLUORIDATION HEADACHES FOR THE 
HEALTH EDUCATOR IN THE UNITED STATES 


Here are some extracts from a booklet, Fluoridation Facts— 
Answers to criticisms of fluoridation, issued by the American 
Dental Association: 

The assertion : Fluoridation constitutes socialised medi- 
cine. 

The fact: Fluoridation is not medication or a form of 
“medicine”. Fluoridation is no more “socialised” than is 
chlorination or other measures employed by the community 
for the prevention of disease. In fact, fluoridation represents one 
of the most realistic arguments against “socialised medicine ”, 
inasmuch as it is a preventive measure and is a project which 
communities determine and provide for themselves. 

The assertion: Through just one twist of a valve, an 
enemy could flood the city with poisonous fluorides and 
kill off the whole population. 

The fact : This statement has appeared in several newspapers. 
It seems hardly likely that saboteurs would attempt to rely on 
tons of sodium fluoride when one ounce of botulinus toxin in a 
reservoir of water would have much greater effect. 

The assertion : Many of the groups who endorse fluorida- 
tion are merely parroting each other’s opinions. They 
have done no original work themselves. 

The fact : This statement is entirely misleading, since many 
members of the organisations concerned have participated 
directly in experimental studies, population surveys and other in- 
vestigations which have demonstrated the safety and desirability 
of fluoridation. Consequently, the conclusions of these agencies 
reflect the expert knowledge of their individual members who 
have participated in the original work relating to this procedure. 

The official actions of the American Dental Association and the 
American Medical Association, with respect to the safety and 
efficacy of fluoridation, were taken only after critical evaluations 
of research data. The evaluations were made by councils com- 
posed of many of the nation’s outstanding medical and dental 
scientists. 

The assertion : Fluoridation is a restriction of religious 
freedom. 

The fact : Some people assert that the free exercise of religion 
is interfered with by the fluoridation of community water 
supplies. This contention is based on the supposition that the 
addition of fluoride to water converts the water into a medica- 
tion. Even if fluoridation could be considered medication, 
precedents in the interpretation of the freedom of religion clause 
of the First Amendment to the Constitution of the United States 











demonstrate that the right of a special group to engage in the 
practice of its religion must not unreasonably interfere with the 
right of a community as a whole to enjoy what it determines is 
beneficial for its well-being. : 

The National Institute of Municipal Law Officers has expressed 
the opinion that fluoridation does not violate constitutional 
rights of freedom of religion. This opinion has been upheld 
in recent legislation directly concerned with fluoridation. The 
constitutionality of the fluoridation programme has been upheld 
in several legal actions. 


It.appears that fluoridation has become a highly emotional 
subject in the United States, and according to Dr. Wynne 
Griffiths, County Medical Officer of Anglesey, those who advocate 
fluoridation have been described in the following terms: 

‘“ Mass murderers.” 

“Too beastly to be called men.” 

“ Devilish machinations of a handful of evil conspirators.” 
“ Human monsters in the guise of scientists.” 

“ Frankensteins,” 

Another assertion about fluoridators is that they “ are guilty 
of viciously planning on delivering this nation into the hands of 
her worst enemy, the Kremlin.” 





CORRECTION 


We regret that an error occurred in The Health Education 
Journal, Volume XIII, No. 3, September, 1955. Lines 15~—17 on 
page 198 should read: “ Scarlet fever is caused by a coccus, a 
round-shaped organism which again is much heavier than a 
virus. 
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THE WORK FOR WORLD HEALTH’ 





By A. HELEN MARTIKAINEN, M.P.H. 


Chief, Health Education of the Public Section, 
World Health Organization 





I am happy to be here to-day among people who have given evi- 
dence by their presence of their belief in the importance of health 
education. I expect you sometimes wonder how much support 
you have for this conviction of yours in the world at large, beyond 
your own immediate circle of working relationships. I thought 
perhaps my most useful contribution to this Summer School 
would be to try to give you a picture of how your own particu- 
lar enthusiasm fits into the background of public health work in 
the world to-day. 

To do so, I shall just explain a little about how the World 
Health Organization works. At the present time there are 85 
countries which are Member States of the World Health Organiza- 
tion. This number includes nine that are inactive Members and 
also four Associate Members. The main governing bodies are 
the World Health Assembly and the Executive Board. The 

World Health Assembly meets annually and consists of delegates 
neuuianaal by the Member Governments. The Executive Board, 
which meets twice a year, and acts on behalf of the Health 
Assembly, consists of 18 individuals appointed for their techni- 
cal qualifications in the field of health. 

The work of the Organization is carried out by W.H.O. pet 
sonnel assigned to various countries and by technical and admini- 
strative staff of six regional offices, and a headquarters staff located 
at Geneva, Switzerland. The Regional Offices are located in 
Manila, Philippines; New Delhi, India; Alexandria, Egypt ; 
Brazzaville, Africa; Washington, D.C., U.S.A.; and Geneva, 
Switzerland. The Director-General is the chief technical and 
administrative officer. The Headquarters Office consists of 
three main departments with divisions and sections in each 
main department. The Department of Advisory Services, for 
example, includes four main technical divisions known respec- 
tively as Organization of Public Health Services, Education and 
Training Services, Communicable Disease Services, and Environ- 


* Inaugural lecture to The Central Council for Health Education 1955 
Summer School in Health Education, Bangor, North Wales. 
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mental Sanitation. The Section of Health Education of the 
Public is part of the Division of Organization of Public Health 
Services, along with technical sections of Maternal and Child 
Health, Nursing, Nutrition, Mental Health, Social and Occupa- 
tional Health, and Public Health Administration. 

The section chiefs are technical officers and are guided in their 
work by groups of experts who meet from time to time to discuss 
different particular problems and give advice on possible lines 
of action. 

Here I have a paper which contains health education extracts 
from the: reports of various expert committees on various prob- 
lems which have met since 1949, e.g. mental health, nursing, 
environmental sanitation, venereal infections, malaria, trachoma, 
nutrition, school health services, maternity care, occupational 
health and public health administration. 

Each committee of experts, drawn from all over the worid, in 
each of these different aspects of public health has thought it 
worth while to stress in its report the need for education of the 
people about each particular problem, if progress is to be en- 
couraged and maintained. These recommendations have been 
made not by “ propaganda enthusiasts” but by research workers 
and authorities on each of the subjects under consideration. 

In each of these widely differing problems there is therefore 
a recognised need for people who, like yourselves, may have 
specialised interests in nursing or teaching, in industry or mid- 
wifery, in sanitary engineering or in the prevention and care of 
clinical diseases, but who will not be fully effective in their special 
jobs unless they are also capable of undertaking education of the 
people with whom they are dealing. 

The problems they are up against are much the same as your 
own in so far as they involve people. The differences lie in the 
different environmental and economic settings and in the 
different background of knowledge of the people and their 
different expectations of what is possible from life in general 
and from their own efforts in particular. 

Most of the work of W.H.O. with government health authori- 
ties is among people faced with critical health problems, economic 
hardships, lack of basic scientific knowledge, and a dearth of 
trained workers. They have managed to survive many centuries 
by observing and interpreting the things that happen to them, 
and thus building up their own ideas of how health problems 
happen and how they should be prevented and dealt with. Their 
observations are extremely accurate—often more so than our 
own, though the interpretation may vary. For example, the 
Guatemalan Indian believes that for an illness to occur one must 
have a certain “inner condition” which when combined with a 
certain “outer condition” produces illness. A person who is 
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“hot” in his body drinks “cold” fluid or exposes himself to 
‘cold air” and gets a chill. A person with “weak blood” gets 
“a fright” and suffers from “soul loss”. The same “ fright” 
acting on a person with “strong blood” would not necessarily 
produce the same result. As you see, this is very much the kind 
of thinking which underlies some of the more recent ideas about 
the causation of ill health to-day. Like the Guatemalan Indians, 
a great many traditional theories of illness demand a specific 
cure for a specific set of circumstances. If this cure does not work 
once and for all, the diagnosis must have been wrong, or the cure 
has not been strong enough. The idea of treating symptoms one 
by one is quite foreign to their way of thinking, and the idea of 
a prolonged medication “three times a day for seven days” is 
also unfamiliar. If one dose of medicine does not cure, then it 
cannot be much good. Very often when no visible cause can be 
found for the illness the gods or spirits are blamed—just as we 
have done. Influenza is not a very old disease—yet when it was 
recognised it was called “an influence from the stars.”” And we 
still have to battle against the idea that ill health is an affliction 
~a punishment for some sin—‘“ Whom the Lord loveth he 
chastiseth ” 

It is just as difficult to persuade people in other parts of the 
world that it is their own actions, and not the spirits, that cause 
disease, as it is to persuade people in our part of the world that 
some conditions are preventable and not just part of life. 

We have learned from disappointing experience that it is use- 
less to “ tell people” and expect them to discard their long estab- 
lished beliefs straightaway just because we say so. We have also 
learned that it is practically useless to provide things for people 
which we know are needed, like hospitals, and wells, and latrines, 
without consulting them about such schemes beforehand. 

Dr. Dorolle points out, for example, how often wells, bored 
to procure good safe water for Vietnam villages, went unused 
because no one had consulted the village authority on such things, 
and he alone could say where a well could be sunk without going 
into a vein of the dragon that sleeps below every Vietnam village. 
Or a hospital remained unfrequented because it had been built 
facing the direction from which the malevolent spirits come, or 
perhaps on the site of an old tomb, thus infuriating the “ wander- 
ing souls” of the dead. These reasons would not, of course, be 
given to the health administrator, who had probably formed his 
own ideas as to why the people did not “appreciate such 
benefits ” 

Gradually we have learned that before we can hope to encour- 
age different and more healthy habits of living, and the accept- 
ance of our ideas and services, we must understand such beliefs 
and fit in with them as far as possible. 
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So the health education worker in some countries may look 
to a sociologist or anthropologist, if available, to help him to 
understand the background of custom and belief of the people 
among whom he works. With this knowledge we can then begin 
to help people to see the connection between their way of living 
and the ill health which we want to alleviate. 

But how ? 

We find that one of the ways is by doing—not by talking. 
Sometimes a demonstration, such as an attack on a widespread 
disease, e.g. yaws, where the results are quick and obvious, is 
possible, and has proved one of the best ways of inclining people 
to change some of their ways and to accept some of our ideas on 
other subjects where the connection between action and result is 
less obvious. 

But these dramatic demonstrations are not always possible, nor 
can quick results be achieved, where the main problems are mal- 
nutrition and the diseases due to extremely poor sanitation and 
an infected water supply—as they so often are. 

So we have to use other means of “ doing ’’. We have come to 
realise that people will co-operate with health workers, and with 
each other, if they think that by so doing they will achieve some- 
thing they want. Very often the health educator has to start 
very slowly and indirectly—finding out, by talking to the people 
and discussing with them, what they want, what they think, and 
what they are prepared to do to get what they want—before any 
action can be taken. 

Once a start has been made, however, and the people begin to 
realise that they can better their own standards of living by their 
own efforts, and that the health education worker is not a superior 
person who disapproves of their ways but someone who under- 
stands their difficulties and is prepared to help them—and has 
proved the usefulness of his help—then they will be more 
inclined to ask and to act upon advice about their children’s 
malnutrition, sickness, and all their other problems. 

At this stage more direct teaching can be done, using all the 
personal approaches and visual aids possible and appropriate to 
the local circumstances. This belief in the capacity of people 
at all levels, from the top administrator to the villager, to solve 
their own problems is fundamental to the W.H.O. co-operation 
with countries. It is realised, of course, that at the beginning 
some emergency help may be necessary. At the village level 
there may not be actually enough food available to improve nutri- 
tion and so break the vicious circle of hunger and malnutrition. 
Here it becomes necessary to foster co-operation between health 
authorities and national and international agencies concerned 
with the improvement of agriculture and food production. At 
high levels, governments may have to undertake drainage, or 
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irrigation, or road-making schemes which the people cannot carry 
out entirely on their own, and here the various aspects of the 
technical assistance programme play their part. And at the pro- 
fessional level, international help may be necessary in the form 
of trained personne! to start off the training of the potential 
health workers of the country who will carry on in the future. 

It is in this third aspect that the health education work of 
W.H.O. can contribute most, and be most effective at the moment. 
Just as the Central Council for Health Education sets the stage 
for people to come together and learn from each other from the 
exchange of knowledge and experience by arranging such summer 
schools as this, or smaller and more specialised seminars, so we 
try to set the stage on a country—and region-wide—basis, and 
create opportunities for people to learn from one another. 

I should like to refer here to a few examples. In the fall of 
1950, the World Health Organization sponsored a Regional Con 
ference for Nurses which was held in Nordwyck, Holland, and 
was attended by leading nurses from ten European countries. 
The featured topics of discussion at this Nursing Conference 
included mental health, nutrition and health education. In 1953, 
two Regional Conferences on Health Education were held. The 
first one, ‘or the European Region, was held in London in the 
spring, followed by a second Regional Conference in Mexico in 
the fall. This year the World Health Organization and the 
Food and Agriculture Organization are sponsoring another 
important seminar to be held in October, in Baguio, Philippines. 
Twenty-eight countries and territories have been invited to 
participate, and present indications are that 24 of the govern- 
ments will nominate participants to take part in this three-week 
seminar. We expect that the seminar participants will include 
leading medical officers in public health work, nurses, nutri- 
tionists, educationists, health education officers, agricultural 
extension specialists, and others. While the seminar itself will 
be an important event, we place equal importance on the pre- 
paratory work which is being carried out in the participating 
countries with the assistance of F.A.O. and W.H.O. For example, 
during the first three months of this year national preparatory 
meetings were convened in 20 of the countries and territories. 
Ihe primary purpose of these preparatory meetings was to 
explain the nature and objectives of the seminar, to gather ideas 
about its organisation and content, and to assist each particular 
government to plan for the type of participation at the seminar 
itself as well as further preparatory work. In almost every 
country representatives from the departments of health, agri- 
culture, education, and sometimes from ministries of planning 
or social affairs, took part in these pre-seminar meetings. I should 
like here to mention only a few of the many questions which were 
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stressed at various pre-seminar meetings. These included such 
questions as the following: 


1. What are the principal cultural factors and social problems 
to be considered in each country in attempting to improve 
nutrition and health practices ? 


hn 


What can be done to overcome the reluctance of people 
with education to carry out physical work for fear of losing 
prestige ? 

9. What educational methods are most effective in modifying 

harmful food taboos during pregnancy and lactation ? 

4. How can the very limited personnel and services in a country 
be used to the best advantage in improving health and 
nutrition ? 


5. What can be done to help overcome a negative or resigned 
attitude towards ill health ? 


A great deal of emphasis is already being given by the countries, 
F.A.O. and W.H.O. to the need and importance of careful follow- 
up work after this seminar to ensure that the greatest possible 
benefits may result in terms of practical work in nutrition, educa- 
tion and health education with families, school-age children, 
village groups, and in the training of workers. 

Another aspect in which W.H.O. can play a useful part in 
health education is in furthering and encouraging the training 
of individuals from different countries either in the countries 
themselves, or elsewhere. 

In connection with the work going on among the Arab refugees, 
the United Nations Relief and Works Agency for Palestine 
Refugees, with the assistance of W.H.O. and other agencies, 
organised a training course in health education for personnel 
recruited from among the Arab refugees. 

For the first group, 166 people were interviewed and nine were 
selected and given a year’s training, which included six months’ 
practical work in the camps among the refugees. 

The fact that these men and women were accepted both by 
the people and by the other health workers and other staff mem- 
bers in the refugee camps seemed to indicate that the selection 
had been wise and the training well planned. Tremendous 
emphasis was laid on the personal approach of the students, and 
it was felt that the fact that they actually began work while still 
students and were members of the health team was a great help 
in creating the proper attitude in this approach to their work. 

At the present time another one-year training course is being 
offered with W.H.O. co-operation to a second group of 11 students 
who were selected from a group of 257 applicants. 

Where it is still impossible to set up local training facilities, 
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the less desirable method of facilitating study abroad at recog 
nised training schools can be, and is in fact, used. 

I could extend my remarks considerably to describe other pro 
grammes in health education being developed in co-operation 
with governments and with U.N. and the other specialised agen- 
cies. I do hope, however, that these remarks have served to 
emphasise how much of a common bond you do share with 
colleagues throughout the world in your belief in the value of, 
and necessity for, health education. 

I do wish to extend to each of you good wishes for a most 
satisfying, productive, and happy experience at this Summer 
School. 


THE USE AND ABUSE OF PROTECTIVE 


EQUIPMENT 


The Fifth Conference of the British Occupational Hygiene 
Society, held at the London School of Tropical Medicine on 
November 4, dealt with a number of aspects of protection from 
industrial hazards: protection of the lungs, of the skin, of the 
eyes and the feet. It appeared that in the experience of several 
speakers the chief handicap to progress lay in the lack of co- 
operation of the factory operator. 

This is especially true in regard to protection of the feet. 
There were two speakers on this subject. The first, Mr. H. Brad 
ley, C.B.E., Director of the Boot and Shoe Industry's Research 
Association, outlined the history of the development of the 
present-day protective boot. Mr. H. E. Thomas, Head of the 
Safety Department of the Ford Motor Company, demonstrated 
new types of protective toe caps and clip-on devices to put ove! 
ordinary foot-gear. He also showed slides of operators wearing 
their old shoes, having put their new protective boots safely out 
of harm’s way. Mr. Thomas stressed that the need for safety 
will not sell this type of footwear to the operator, who thinks 
in terms of value, appearance and price, and is slow to respond 
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THE HARBORNE FAMILY CLUB 





By JANE MADDERS 





I'uis is a club for mothers with young children. It began as a 
voluntary group of mothers who had attended relaxation classes 
in preparation for childbirth, and who wished to continue with 
classes after their babies were born. There was no preconceived 
idea as to what form the classes should take, and the activities 
evolved from the needs and requests of the mothers themselves. 

After eighteen months, the Education Authority took over 
financial responsibility for the club, and it has become one of the 
many activities in the Further Education Department. 

Evening sessions are held weekly from 7.45 to 9.45 p.m., when 
the children are in bed and father is at home. ‘The meetings are 
held in an infants’ school, the one to which most of their children 
will go when they reach school age. Numbers are limited to 40 
mothers. 

Over the past seven years the following general programme 
has evolved: 

The first half of the evening : Exercise to music. This exercise 
is not strenuous, but is designed to help the mothers’ figures to 
return to normal. It is followed by muscle relaxation on blankets 
on the floor. 

The second half of the evening : Discussion on all aspects of 
family life. 

[here is also an afternoon session, when both the mothers and 
the children are occupied. The mothers wished for opportuni- 
ties to learn various crafts, and at the same time were anxious to 
give their children of pre-school age an opportunity of playing 
with other children as a preparation for starting school. The 
children play under supervision whilst the mothers have lessons 
in a nearby hall. 

The following additional activities are undertaken: A “ Flying 
Squad” is organised to help any mother who is ill, or whose 
children are ill. 

Husbands and grandparents are invited to special lectures. 

There is a close link with the Nursery Schools Association and 
local Parent Teacher Associations. 

Outings into the country are arranged for the mothers and 
their children. 
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Exchange of toys and children’s furniture and clothes. 
Self-help schemes—knitting, sewing, cooking, baby-sitting. 


Evening Sessions 

Exercise : The mothers enjoy the fun of physical activity to 
music, and quickly lose any fatigue they may have acquired 
during the day. They learn to move easily and carry themselves 
well. During the relaxation on blankets on the floor, they learn 
to rest completely and quietly, and acquire a physical skill which 
is a weapon against tension and anxiety. 

Discussion : After a session of activity, tongues, as well as joints, 
are loosened, and discussion flows freely. Most of the mothers 
would resent being asked to come to lectures on parentcraft, but 
when lectures follow as a result of discussions amongst themselves, 
when a need for further knowledge reveals itself, the attendance 
is one hundred per cent. 

Generally speaking, a change of attitude comes only from 
discussion amongst the group, but further knowledge is gained 
from a lecture by an expert. 

(1) A mother presents a problem and reports it to the group 
in the form of a picture of how it arises in her family. This 
quickly becomes a general problem, and many mothers relate 
similar examples. They divide into groups of about twelve 
mothers under an elected leader, and discuss the problem and 
possible solutions. This ensures that all mothers have an oppor- 
tunity to air their views. Then the group as a whole has an open 
discussion. 

Quite frequently among a group of forty mothers there will be 
some who have wisdom and experience and no further help is 
needed. 

It must be emphasised that this preliminary discussion is more 
successful when there is no known expert present. Each member 
of the group can then feel that she can make a contribution of 
equal value. There is a need, however, for a leader who is skilled 
in encouraging and guiding discussion. 

(2) If it appears that an expert opinion is needed, a lecture is 
arranged and, if advisable, husbands and grandparents are invited 
to it. 


How Discussions Led to Lectures 
A. First Week : There was a discussion on children who are diff- 
cult feeders. Mothers exchanged problems and were re 
lieved to discover that others were having the same difh 
culties. They shared any successes they had had. No 
experts present. 
Second Week : All mothers brought an example of foods their 
children had particularly enjoyed. These ranged from 
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cabbage stumps and meat bones to cakes made in the shape 
of railway engines, and a variety of attractive small meals. 

Third Week : A psychologist and a doctor were invited to talk 
and answer questions on the possible causes underlying 
this problem. 

Fourth Week : Adomestic science teacher gave a demonstration 
of cooking for toddlers. The mothers arranged for several 
children to have meals together in each other’s houses once 
or twice a week. (Most of these problems occurred 
amongst only children.) 

B. First Week: Discussion on “naughty” children. Mothers 
shared problems and discussed the varying ideas as to what 
constituted “ naughtiness’’. No expert present. 

Second Week: An educational psychologist talked about 
reasons underlying behaviour problems. 

Third Week : Mothers discussed suitable occupations for differ 
ent age groups as a measure of prevention. Many original 
and absorbing occupations for children were passed on and 
successes shared. No expert. 

Fourth Week : Nursery schools adviser brought toys suitable 
for different age groups and showed how they could be 
made cheaply and easily. 

Fifth Week : Film show—You and Your Children. 

Chis led to a request to know more about what to expect when 
their children reached the next stage, and a new series of discus- 
sions and talks evolved. 

First Week : Mothers with toddlers told those with babies what 
they might expect in the way of behaviour ; mothers with 
school-age children told those with toddlers about start- 
ing school, and so on, to a few who had adolescent children. 
No expert. 

Second Week : A health visitor was invited to answer questions. 

Third Week: A lecture by a psychologist and a doctor on the 
physical and psychological aspects of growth. 

Fourth Week : The headmistress of the infants’ school gave a 
talk on the best way to prepare children for school life, and 
invited the mothers to come with their toddlers to see the 
school at work. 

Che following are some of the subjects brought up for discus 
sion in the evening sessions. 

Che importance of festivities ; sharing ideas about prepara 
tions for Christmas and birthdays. 

Shyness. 

Jealousy problems. 

Children’s fears. 

The effect of separation on young children. 

Problems relating to friendships with other children. 
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Managing children in flats or single rooms. 
Occupations for children; physical activities ; quiet activi- 
ties ; creative occupations ; activities for the sick child. 
What kind of school; advantages of different types of 
education; survey of educational opportunities in 
Birmingham. 
Living with grandparents. 
What are fundamentals in bringing up children ; what do 
we stress? What did our parents stress ? 
Sex education. 
Marital problems. 
Characteristics of different age groups. 
Religion. 
Obedience and /or co-operation. 
Is it ever permissible to use corporal punishment ? 
Children and radio and television. 
Household routines. 
Lecturers have included doctors, health visitors, psychiatrists, 
educational psychologists, lecturers in education, teachers, 
mothers from other countries, nursery schools adviser, physio- 


therapists, mothers who have managed a large family successfully, 
and others. 


Summary 


The physical activity is designed to give the mothers a sense 
of poise and well-being, and to restore muscles to normal after 
childbirth. The muscle relaxation helps the mother to combat 
tension and anxiety. Discussion groups give all mothers an 
opportunity of sharing problems and experiences. There is an 
advantage in having no acknowledged expert at this stage. 
Lectures by experts, given as a result of discussions, may be 
attended by other adult members of the household. Self-help 
schemes help to combat loneliness, and give a sense of belonging 
to a community. 

The afternoon sessions free the mother from the children for 
a few hours, give her an opportunity to continue her education, 
and give the children the company of playmates in congenial 
surroundings. ‘ 

All these activities have sprung from the expressed needs of 
mothers with young children, and none has been imposed because 
it was felt that they ought to have them. A leader who is sensitive 
to the immediate needs of mothers and their families, and who 
gives opportunities for them to be voiced, will no doubt find that 
they vary from time to time and according to the district. 

The large attendances over a number of years indicate that this 
type of club and parent education meets a need, and makes a 
contribution towards happy and successful family life. 
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HEALTH EDUCATION 


Refresher 





HOMOSEXUALITY AND 
PROSTITUTION’ 





[He recent publicity given to homosexuality and prostitution, 
especially the former, has served to point to the highly charged 
emotional atmosphere which surrounds these social problems. 
Yet, if progress is to be made in dealing with them, it is essential 
that society as a whole shall become better informed and more 
capable of a rational approach. In particular, abnormal sexual 
behaviour must not be regarded as an isolated phenomenon but 
must be considered in relation to the complex conditions under 
which personality develops and under which family and com 
munity life go on. 


Appreciation of Psychological Aspects 

Homosexuality and prostitution are both forms of sexual 
behaviour which are morally and socially undesirable ; and most 
of the individuals concerned show varying degrees of psycho 
logical disturbance. 

A large number of homosexuals whose condition is not directly 
attributable to physical causes show a sexual abnormality due 
either to early psychological disturbances or to an arrest of sexual 
maturation at a pre-adolescent stage. With the prostitute, 
psychological investigation has shown that many are sexually 
frigid, primarily as a result of deep-seated difficulties in theit 
psycho-sexual development and in their child—parent relationship. 


* A summary by Mrs. Ann Appelbe of a Memorandum prepared by a Joint 
Group appointed by the National Council of Social Service and the National 
Association for Mental Health, which has been submitted to the Departmental 
Committee. 


250 








They frequently reveal a good deal of overt or latent homo- 
sexuality. 

A considerable number of male homosexuals appear to be 
more promiscuous than heterosexual men. They find it impossible 
to have sexual relations with their male friends, but resort habitu- 
ally to contacts with casual “ pick-ups”. Although this is to 
some extent due to social difficulties, the more fundamental cause 
is to be found in a marked split between the sexual desires and 
the tender loving ones. This dissociation between sexuality and 
love accounts also for the desire of many otherwise normal men 
to seek out prostitutes; and it can be seen to operate in the 
prostitutes themselves. The separation of sex from love presents 
a problem that is much larger than that of homosexuality and 
prostitution. It forms the background of much of the anti-social 
behaviour in adolescents, and is the cause of many broken 
marriages. 

The psycho-sexual development is a very gradual and complex 
process which can be held up or disturbed by a variety of inner 
conflicts and environmental factors. The result of adverse 
environmental factors depends on. their varying degree and com- 
bination, the stage of the child’s development at which they occur, 
and on individual predisposition. It is not possible to attribute 
any given effect, e.g., homosexuality, to specific environmental 
factors. But there is one fact very commonly found in the history 
of passive homosexuals, namely the parents’ wish for a girl and 
their persistent treatment of the boy as if he was a girl. 

The prerequisites of a nermal sexual development are the 
same as those of a good emotional and character development: 
a secure home atmosphere where the parents themselves have a 
good emotional relationship and a healthy attitude towards 
instinctive demands. The importance of a good mother-child 
relationship has become so well known that it seems relevant to 
stress that the father too has a considerable role to play in the 
children’s life from an early age. 

In the case of habitual prostitutes, the possibilities of treatment 
are restricted to the small number of younger women who feel 
a genuine desire for help on account of unhappy experiences or 
severe nervous trouble. 

The treatment of male homosexuals depends largely on the 
category to which they belong. 

(a) For the “ true invert” with an abnormal physical constitu- 
tion there is no possibility of physiological cure. Medical treat- 
ment by endocrine preparations can diminish or even abolish all 
sexual desire, but very prolonged treatment can have undesirable 
physical and mental side-effects. Psychotherapy can enable him 
to make a more satisfactory adjustment to his disability and 
thereby to achieve better control over his impulses. 
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(b) Of the psychogenic homosexuals, whose condition is mainly 
due to early psychological disturbances, certain groups of this 
category can respond to psychoanalysis or to analyuc psycho 
therapy, but these forms of treatment are necessarily so time 
consuming as to be unavailable to more than a small minority of 
Cases. 

(c) The “ late developer", whose emotional development may be 
only retarded and arrested at the homosexual stage of adolescence, 
has the best prognosis provided that treatment is not delayed too 
long. Many may not require intensive psychotherapy but could 
respond to guidance from psychiatric or other suitably trained 
social workers. 

For psychological treatment, the genuine consent of the patient 
is most important. Psychotherapy by Court Order may therefore 
»e handicapped from the start. Many adolescent homosexuals 
would not voluntarily attend for lengthy treatment ; but attend- 
ance initiated by a Court Order can be turned to good use only 
if confidence in the therapist can be established and the patient 
becomes a willing one. Out-patient therapy is much preferable 


to treatment in a hospital or institution, except where this cannot 
be avoided. 


Appreciation of the Social Situation 


The homosexual is a person who, for one reason or another, 
has become a deviant from the normal personality pattern. In 
dealing with such people, society must have in mind several con 
siderations. Though it may condemn the form of deviation, it 
does not follow that the deviant himself should be damned out 
of hand. 

Given that homosexuality actually exists as a social problem, 
the main considerations appear to be: 

(a) Since the homosexual cannot exist out of contact with other 
people, society has a right and duty to give protection against 
homosexual practices to those of its members, especially the 
young, who may be most susceptible to seduction. 

(b) In its own interests, society must seek to rehabilitate the 
homosexual, both by its outlook and approach to the problem, 
and also by providing such treatment as is possible, under con 
ditions which will encourage and enable homosexuals to take the 
best advantage of it. 

(c) The homosexual who seeks to come to terms with his con 
dition, who is able to avoid homosexual practices and to divert 
his‘emotional life into generally acceptable channels, ought not 
to feel that he suffers social disapproval. 

At present neither the attitudes of the community as a whole, 
nor the existing legal provisions, succeed in achieving a great 
deal of this. Society in general appears to demand simply the 
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permanent and total suppression of the homosexual’s sex activi- 
ties. This, however, cannot solve the problem ; it adds to the 
strain and will probably make the individual even more unstable. 
He is likely to need help if he is to succeed in re-canalising his 
emotional life. Unfortunately, however, it appears to be a matter 
of chance whether those he is most likely to approach (doctors, 
clergy, etc.), will be able to give appropriate advice. 

Ihe present legal provisions do not form an adequate expres- 
sion of what should be proper social objectives ; indeed, in some 
respects they make progress difficult by adding a possible criminal 
stigma to what is already a disturbed emotional and social situa- 
tion. All will agree with legislation aimed to protect the young 
and inexperienced. It is, however, doubtful whether the rest of 
the present law encourages those steps most likely to minimise 
social harm, e.g., readiness to take advice and treatment. 

It is irrational that homosexual acts between men should be a 
criminal offence, while no cognisance is taken of similar acts 
between women. The complete legal prohibition of all homo- 
sexual acts between male persons, whether in public or private, 
whether both parties consent or not, makes the homosexual an 
easy victim for the blackmailer. ‘This reinforcement of a social 
stigma by the fear of a criminal stigma may be out of all propor 
tion to the social significance of the homosexual activity itself 
and is bound to heighten emotional instability. It leads some 
homosexuals to feel that they are a persecuted minority, who may 
then react by anti-social conduct. Furthermore, the present legal 
situation may lead the more conscientious homosexual to avoid 
finding partners among friends of the same disposition, and 
instead drive him into making contact with strangers or homo- 
sexual prostitutes in public places. It may also deter some who 
are genuinely worried by their condition, and who are therefore 
the most likely to benefit by treatment, from revealing their 
problem to their doctors. ; 

The position of young people requires special consideration. 
A “homosexual” relationship, not necessarily expressed in un- 
desirable practices, may develop normally between two young 
persons of the same sex and is usually a passing phase. Occasion- 
ally, however, such a relationship may result in confirming a 
latent homosexual tendency which may become increasingly 
dominant, especially when reinforced by other similar relation- 
ships in the interval between leaving school and reaching mature 
years. It is during this period that the potential homosexual is 
likely to be most susceptible to outside influences, so that here, 
when the adult personality is taking form, it is very important 
that the youth shall be protected both from the confirmed prac- 
tising homosexual and also from abnormal developments in his 
relations with his companions. 
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While he is under the age of 17 the boy is protected by the law, 
and if charged with an offence must be brought before the 
Juvenile Court, which is required to have regard to the welfare 
of the child or young person before it. If he is accused and 
found guilty of an offence involving homosexual practices he may 
be dealt with by any of the means open to the Court, including 
the making of a probation order, which may include a condition 
of residence in an approved probation home or a requirement 
that the offender shall undertake medical or mental treatment. 

Between the ages of 17 and 21, often a critical period, the 
potential homosexual loses first the protection of the Juvenile 
Court and, at 18, that of the wide provisions of the Children and 
Young Persons Acts. At this stage, the only way of dealing with 
him is to prosecute him for a criminal offence, the “care and 
protection.” procedure being no longer applicable. 

Quite apart from the activities of the law, however, it is 
obviously preferable that incipient homosexual tendencies should 
be detected at an early stage by the parents, teachers, youth 
leaders, or others who have the boy in their care. If this could 
be done more adequately than at present, much help might be 
given to the potential homosexual. 

Ihe same protection that the law gives to the youthful poten- 
tial homosexual is given to the young potential prostitute and 
with broadly the same limitations. In one way, however, she 
may fare worse. Once she passes her 18th birthday she can only 
be dealt with for soliciting under such statutes as the Metro 
politan Police Act, 1839, section 54(13) as a person likely to cause 
a breach of the peace. If convicted she is liable on subsequent 
occasions to be charged as “ a common prostitute ’’, and so her 
past is made clear to the Court before evidence is heard. 
Although the offence is almost invariably admitted, 97 per cent 
of those convicted being fined, the whole Court procedure is, to 
say the least of it, unfortunate, and can only result in placing 
the newcomer firmly in a class apart as far as society is concerned. 


General Education for Prevention 


The first step is to remove both subjects from the area of 
“taboo”. Until they are brought out into the open, both prosti 
tution and homosexuality will continue to be treated with an 
irrational blend of fear and prejudice. 

As the causes of many forms of homosexuality and prostitution 
appear to lie in strains and stresses which hinder and divert the 
growth of the personality, the primary emphasis should be on 
promoting those conditions likely to develop a stable and well 
rounded personality in the child. It is our present social insufh- 
ciency in this respect which creates so many later social problems 
and delinquencies. 








Pre-parenthood and parenthood courses as extensions to the 
existing pre-marriage courses should be instituted as a general 
service. Equally, teachers, youth leaders and those in commerce, 
industry and the Services who have young people in their care 
should be made more aware of their responsibilities and of the 
contributions they may be called upon to make to the solution 
of young people’s problems. 


Recommended Changes and their Social Implications 


No laws will ever stamp out entirely the practice of homo 
sexuality or that of prostitution ; nor is a recommendation for 
treatment going to be a universal panacea. Changes in the law 
should therefore aim primarily at strengthening preventive 
measures, and in this context it seems certain that the greatest 
hope of influencing individuals is when they are young. 

1. The law should be modified so as to take no cognisance of 
homosexual practices undertaken in private by two consenting 
partners who are both over the age of 21. 

2. In order to deal with persons under the age of 21 who are 
considered to be in moral danger through contact with homo 
sexual offenders or because they themselves have been indulging 
in homosexual practices, the relevant provisions of the Children 
and Young Persons Acts should be extended to the age of 21 
It would then be possible for the “care and protection” pro 
cedure to be used, in addition to indecency charges or, indeed, 
instead of such charges. 

3. It should continue to be an offence for a person who has 
reached the age of 21 to engage in homosexual practices with any 
person under that age in any circumstances or with any person 
against his (or her) will, or to behave indecently in public. 

As there seems to be little hope of eradicating homosexual 
tendencies over the age of 25, and a prison sentence seems only 
to aggravate the problem, consideration should be given to treat 
ment on the lines of the projected East-Hubert Institution, or by 
means of an extended use of probation combined with treatment 

Approved Schools and Borstal Institutions are by no means 
necessarily an appropriate form of treatment for homosexual 
offenders under 21, and may offer a situation which makes the 
problem harder to overcome. 

\s the publicity of appearing in Court could have an undesi1 
able effect on the individuals concerned, steps should be taken 
to restrict undue publicity for these cases, as in Divorce Courts 


Prostitution 

The attitude of society to female prostitution is less vindictive 
than towards male prostitution. 

In the case of young girls, as in the case of young boys, the 
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protection of the relevant clauses of the Children and Young 
Persons Act should be extended up to the age of 21. It would thus 
be open to the Police to bring a young girl before the Courts as 
being in need of care and protection. 

Solicitation with annoyance should, in some form or other, be 
an offence for females as for males, with suitable penalties. In 
addition it seems that penalties against those enticing the young 
or exploiting them for gain, should be more frequently enforced 





[he third Conference of the International Union for Health 
Education of the Public will be held in Rome and is fixed for 
April 27 to May 5, 1956. 

Five questions have been selected for consideration at the Con- 
ference, three relating to the broad programme of Health Educa- 
tion, one relating to Health Education in Schools and the fifth to 
Safety Education. 

National Committees for Health Education of the Public are 
invited to discuss these questions and send in summarised reports 
of their discussions not later than January, 1956, to Mr. Lucien 
Viborel, 92, Rue Saint Denis, Paris ter, France. 

The summaries will be translated into the languages of the 
Conference and made available to delegates in Rome. In 
countries where there is no Health Education Committee, mem- 
ber groups of the Union are invited to submit their suggestions 

Further information regarding the questions to be discussed 
and the Conference programme may be obtained from Dr. John 
Burton, Medical Director, The Central Council for Health 
Education, Tavistock House, Tavistock Square, London, W.C.1. 
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‘Tis discussion is another exploration into the relationship between 
medicine and the social sciences, looking at the problem from the 
point of view of field workers in health in Egypt. We are discussing 
the inter-dependence of the two branches of public health, medical 
services on the one hand and preventive medicine on the other, in 
order to see more clearly the role which health education plays in 
developing the balance of these services in Egypt. 

When we look at the field of public health in Egypt we realise 
that public health is an art as well as a science. Public health 
implies by its name that people are involved and not just the 
technical aspects of medical improvement. 

The challenge facing us to-day in Egypt is that most of these 
diseases, which weigh so heavily upon those people who are trying 
to raise the standard of living, are preventable. What are the 
educational and social factors of these problems? The Egyptian 
health authorities point to the high mortality rate of children under 
three years of age, and intestinal enteritis and its relation to the 
fly. They point to the high trachoma rate and its relation to the fly 
They show the high infection rate of bilharzia and its universal 
drag upon the population both physically and economically, and 
they point to the snail, its host. 

We must never lose sight of the fact that to get at the fly and snail 
in Egypt it is necessary to get at the people first 

Everyone who has been engaged in health work in Egypt 
realises that the main problem is sanitation. 

How can villagers in the present situation become skilled in 
making those choices regarding sanitary matters which would 
promote better health ? They must, of course, know and under- 
stand the facts about the problems, they must want to get results 
All of this must be done in terms of their own resources and those 
available to them. Now, in terms of the Egyptian village with its 

* From an address given at a Scientific Meeting of the United States Naval 
Medical Research Unit, Cairo, May, 1954. 
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high illiteracy rate, this is a formidable problem, but not an 
impossible one 

There are a lot of things we do know about control measures and 
medical treatment which are not yet translated into the lives of the 
villagers. We used to think that health education could translate 
these facts into community life by means of the educational process 
alone. We know now, after further development in this field, that it 
is more than the educational process. 

Health is so much a personal matter that the key to it is through 
the deep roots of the culture which cannot be touched by surface 
gestures not tuned to the values which guide the lives of the people 

Since we are discussing the health of the Egyptian villager, we 
need to know more about the villager himself. It might be in order 
to look at this man and see just who he is, and what he believes 
about health, what is his real situation, what facilities are at his 
disposal to carry out a new attitude if he is willing to do it. 

Cultural anthropologists have in Egypt one of the rare reservoirs 
of civilisation at their disposal when they start studying the Delta 
Fellaheen. All the cultural influences of his history still lie buried 
within the code of beliefs of the modern farmer. Some of these 
beliefs are near magic and superstition which represent his attempts 
to solve problems he could not meet any other way. The continuity 
of life in the Nile valley with its absorption of outside cultures has 
left a heritage of maximum heterogeneity. The villager has a 
mixture of beliefs about health which he received from his historical] 
environment. 

It is believed, for instance, that the present habit of village child- 
ren when they pull a loose tooth and throw it to the sun is a carry- 
over from the Pharaonic sun worship. These interesting habits 
are well documented by Black, Ayrout and others. 

We will not attempt to quote the statistics of the health picture 
of the villager. It is quite obvious to anyone, and especially do 
the Egyptian authorities in public health point to the problem, that 
the Fellah is living in a very difficult situation economically and 
socially 

He is no doubt a sick man. Dr. Kraus pointed out in his survey 
here that the Fellah is so heavily infested with intestinal parasites 
and the effects of this invasion that he is not really teachable at this 
point. He also pointed out that this is a correctable situation by his 
observation with the army authorities. The tests showed that, afte 
the villager had been inducted into the army and had received 
medical attention, he was as bright and intelligent and teachable 
as any other person 


Now if the villager is a sick man and living under these difficult 
circumstances and he is largely illiterate, is it reasonable to expect 
him to take constructive action by just hearing a new fact over the 
radio or seeing a new idea on a poster which may tell him not to 
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drink canal water or not to engage in promiscuous defaecation ? 
A water pump and a latrine are both exquisite luxuries in terms of 
his standard of living. You may say, if he cannot afford these basic 
necessities then we should give him these services, It has been 
demonstrated here in Egypt that this method does not always work 
either. If these facilities appear without a great deal of preparation 
for their use, the villager will not avail himself of the opportunity 
of using them. 

The problems of acceptance and rejection of a new concept are 
deep-rooted. The problems which face the Fellaheen have had long 
incubation periods and they need long time solution. These are 
not surface ills and surface spot projects will not uplift him. 

The greatest factor in the life of the rural Egyptian is his religion, 
Islam. This ancient faith has laid the foundation for a rich human 
relations factor. It is usually categorically stated that people of 
the world have achieved more technical knowledge than they have 
of the knowledge of living and working together. This may be 
true in other parts of the world. There is a knowledge of human 
relations within this culture based upon its religion which can be 
the harmoniser in the improvement of the health of the people. 

In discussing the growth of health education in Egypt, I should 
like to talk about three particular projects because they represent 
first a failure, second a moderate success and third a project just 
being being created now. 

W.H.O.’s support for health education in Egypt came with the 
Venereal Disease Control Project, which was begun in Tanta in 
1950. This team was made up of four international experts with 
matching members from the Government of Egypt. This was the 
first W.H.O. project in Egypt. It was a new departure in the 
technique of team work for Egypt. The first and most obvious 
error was the assumption that, by recruiting from the heterogenous 
source of member states, the experts would understand team- 
work. The understanding of group dynamics has, of course, to 
grow within the team on the spot. Before the group of individuals 
became a team in the truest sense of the word the project began 
its work 

This project was centred around organising a ‘‘ model ”’ clinic as 
the first phase of the programme. The team approached its job 
largely with preconceived notions of what the work should be like. 
This was before the two-way growth in team-work was experienced. 
This part of the programme was a failure. This failure was one of 
the most valuable experiences we have had, because in studying the 
causes of this failure there was true give and take between the 
internationals and the local nationals. The real roots of the 
problem began to be known. These facts were discussed : 

‘a) On making an honest evaluation of the team’s work in 1951, 
it was admitted that the W.H.O. team took on itself to establish a 
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model clinic. The clinic set-up thus attained was too elaborate for 
the Government to continue 


‘b) The laboratory work was carried out to such a point of 
perfection that it could not be continued by the local serologist 
after the departure of the W.H.O. team with its elaborate facilities 


‘c) The W.H.O. team succeeded in arousing interest in only a 
small proportion of the local personnel. 


(d) The W.H.O. team took the major responsibilities in its own 
hands. This led to the misconception that it was there to do the 
work, finish it and then leave. Very little chance was given to the 
medical profession in Tanta to understand what was going on in 
the team’s elaborate centre. This created an air of resentment 
which handicapped the work in many instances 

Had the programme stopped with this project it would have been 
a different story. But this same group, with some changes in 
personnel, and a reorganised programme with a co-ordinated team, 
replanned its work, moved to a slum area in Cairo and began what 
turned out to be a good example of the two-way growth which is the 
object of any agency working in cross-cultural situations 

The reason I am pointing out this failure is to show that the 
growing process necessary to develop health education and preven- 
tive medicine needs to be geared to the real needs of people in the 
situation with realistic aims and goals. To find out what public 
health education means in any society needs experimentation and 
hard work with sensitive people willing to change their methods and 
plans. We made mistakes in this growing process in Egypt. We 
feel, however, that we have been nearer the real problems and have 
a clearer understanding of health education in Egypt because of 
our mistake, which directed our attention to the importance of 
objective evaluation in all phases of the work. 

This team helped to develop an experience in group dynamics in 
an isolated village 500 miles up thegNile in Upper Egypt. The 
workers in this project were so well integrated and so dedicated 
to the task at hand that their work under very difficult circumstances 
paved the way for the carry-over and follow-up of the team’s work 
after the completion of the international phase. It was this same 
little group which opened the neglected Siwa oasis for development 
This Egyptian team went to Siwa according to their own plan and 
with their own resources. The report of their work has caused the 
Government to take a special interest in those isolated people of the 
Oasis 

This little group of young Egyptian people, who drove in an open 
truck eleven hours through open desert to the oasis and stayed there 
to complete their programme, has called attention to the fact that 
Egyptians do follow through and carry on their programmes after 
W.H.O. projects are completed. 
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The second project I would share with you is one which took 
five years to develop. It is an illustration of learning to work 
together. We are still, of course, in the process, but enough has 
developed to warrant a discussion. Five years ago the ministries 
of the Government of Egypt were completely separate organisations 
with few ministerial cross-lines for co-ordination in special pro- 
grammes. The Government plan was a vertical line affair. There 
were few horizontal lines across the board. With this arrangement 
went much duplication of effort. The Government recognised this 
problem. 

Health education is one of those activities which can be the 
instigator of co-operation between ministries of a government, be- 
cause health education, with its goal of preventive medicine, is 
usually concerned with two or more ministries, usually those of 
Health, Education and Social Affairs. Real health education 
includes much more than just the Health Ministry. 

In Egypt this cross-ministerial co-operation began with a Pilot 
Project in Health Education sponsored by the three ministries 
concerned, It was agreed that this co-operation would begin on 
the workers’ level and not involve the director or ministerial level. 
The planning was jointly accomplished and the programme worked 
out very well. It was so evaluated that each ministry received its 
recognition. The co-operation made for a much more far-reaching 
project than any single ministry could have achieved alone. This 
first Pilot Project in Health Education has had lasting effects on 
the country. The next year, on the basis of this experience which 
pointed out the leaders on this level who were anxious to work 
together, a joint committee representing all the ministries and the 
private agencies was set up. This was an unofficial organisation and 
acted in an advisory capacity for the development of health educa- 
tion.- The third year found some of these members in directors’ 
positions in the Government. This co-operative spirit stayed and 
the level of co-operation went up with the promotions. In the 
course of five years this spirit of co-ordination of effort in health 
education is now all the way at the top of the Government. There 
were many factors involved besides health education, but this is a 
good example of how health education should grow from the level 
of those engaged in person-to-person health work to those engaged 
in directing the affairs of the Government. 

The third programme illustrating health education’s role in 
preventive medicine is the Qalyub Demonstration Area. This 
is an example of good planning. The project was planned by all 
the agencies involved. The largest part was accomplished by the 
Government of Egypt, which carried the plan farther than was 
anticipated by the agencies. This total approach to health in a 
rural area of 200,000 people has so wide an approach to health 
that it is really a project in rural life. It places as much emphasis 
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on economics and social work as it does on medical services. It is a 
plan for decentralisation of governmental work in Egypt. Its 
board of directors is made up of the under-secretaries of all the 
ministries. It is an example of co-ordination of effort arnong the 
international agencies and the Government of Egypt. It is a long- 
range project with emphasis upon training. This project is the 
first attempt to balance medical treatment with preventive measures 
in Egypt. 

It has been the plan of those engaged in health education to 
include as many as possible in activities which would give them an 
understanding of health education in as many varied fields as 
possible. We avoided premature training courses which would have 
turned out groups of partially trained people who would be identi- 
fied as health educators. Knowing that health education rests 
upon the foundation of public health, every effort was made to 
give support to the general development of public health. Both 
of my matching members have received their full graduate training 
in health education in America. 

With the opening of the new School of Public Health in Egypt it 
is planned to train fully qualified health educators. This institute 
representing the Arab World will ensure more realistic application 
of public health. These health educators will be able to create 
their own approach to the health problems of Egypt. Until that 
school is opened our aim is one of preparation and learning to work 
together 


SEMINAR ON PUBLIC RELATIONS 


\ seminar organised by the Central Council for Health Educa- 
tion for Medical Officers of Health on Public Relations will be 
held at St. John House, London, $.W.7, from February 28 to 
March 3. The purpose of this seminar is to assist local authori- 
ties to publicise the work of the Health Department, and to study 
the application of modern public relations techniques to the 
public health field. The seminar wiil cover the various aspects 
of relations with the Press, contact with local organisations, and 
the free flow of information on health matters to sections of the 
public concerned. A study will also be made of the use of reports, 
handbooks and exhibitions. For further details, apply to The 
Medical Director, Central Council for Health Education, 
Tavistock House North, Tavistock Square, London, W.C.1. 
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BOOKS 


HEALTHIER Livinc, by Justus J. 
Schifferes. (John Wiley & Sons, 
Inc., New York. Chapman & Hall, 
Ltd., London, 1954. Pp. 928, with 
diagrams and illustrations. Price : 
$6.25.) 

By a feat of massive scholarship, yet 
with a lightness of touch which makes 
him always readable, Dr. Schifferes has 
succeeded in bringing together in one 
volume all the facts concerning health 
and hygiene. He has shown that the 
achievement of health is a matter of 
attitude rather than regime and that it 
is not limited by medical or para- 
medical disciplines. He has room for 
comparative religion, anthropology, 
philosophy and semantics, and every 
statement is supported by evidence 
from published literature. So encyclo- 
paedic is the scope of knowledge included 
in this book that it is next to impossible to 
allege that there has been any omission, 
and certainly there have been no in- 
accuracies. In a passage on the hygiene 
of the skin, for example, even the danger 
of cavernous sinus thrombosis has a 
mention. A sample of the index is a 
good guide, as a small part of the “A” 
section includes Achilles tendon ; Acne, 
superstition concerning; A.C.T.H. ; 


Adjustment, problems of ; Adler, Alfred. 
Dr. Schifferes has adopted the wise 
policy of giving his reader all the facts, 


of warning them against fads and 
cranks and the adoption of a unitarian 
attitude towards health and disease, and 
of encouraging discussions by _ the 
inclusion of numerous questions at the 
end of each section. In addition, there is 
a comprehensive bibliography. The 
secret of this book is literary skill and 
classification, The author’s basic subject 
is English, and it was as a literary crafts- 
man that he was engaged as managing 
editor of the United States journal 
Modern Medicine. After ten years of this 
work he went back to the university to 
take a science course “‘to fill in the gap’’. 
Herein lies a salutary warning to 
medical men that unless they are 
prepared to equip themselves in what are 
generally termed the humanities they 
will in time surrender the privilege of 
writing on their own subject, for this 
volume is a most distinguished product. 
Although primarily intended for uni- 
versity students in the United States, it 
would be a worthy addition to the shelves 
of any home where there are intelligent 
readers. Certainly it should be given the 


widest publicity in student circles in this 
country. 
A, J. DALZELL-Warpb. 
(This review originally appeared in 
the November, 1955, issue of Public 
Health.) 


TexTsook oF HEALTHFUL LiviInG, by 
Harold S. Diehl. - (McGraw-Hill 
Book Company. New Fifth Edi- 
tion, 1955. Pp. 802. Price 45s.) 

Of the making of American text-books 
on personal hygiene there appears to be 
no end. A hearty welcome however can 
be given to the new edition of Dr. 
Diehl’s Textbook of Healthful Living. In its 
800 pages a very wide range of subjects is 
covered; some of the _ information, 
nevertheless, is tantalisingly short. Much 
of the statistical tables and data are 
applicable only to American readers. 
However, this is an excellent example of 
its type of text-book. One can only envy 
the American general reader and college 
student who have such generous oppor- 
tunities in the study of the subjects of 
personal hygiene. 

As is common in these books, at the 
end of each chapter there is a useful list of 
questions for discussion; an extensive 
glossary (complete with pronunciation) ; 
and copious references and reading sug- 
gestions. Even films and filmstrips have 
been specially devised to be used and 
correlated with selected chapters of the 
text. The printing and presentation are 
much better than with British publica- 
tions. 

Altogether this book might be regarded 
as a challenge to British authors to pro- 
duce something similar, for we badly 
need an accurate, attractive and authori- 
tative exposition of the subject of per- 
sonal hygiene for the growing number of 
receptive adolescents, in order that they 
may be guided and equipped to be more 
worthy citizens in the community. 

The keynote of this work is “be 
intelligent and responsible in matters of 
health”. The teaching to this end is not 
only practical and basically sound, but 
possesses that invaluable quality to the 
intelligent teenager of “‘ interest’’. 

J. L. Burn. 


MenraL HeattH THrouGH Puysicar 
EDUCATION AND RECREATION, by 
Emma McCloy Layman. (Burgess 
Publishing Co., U.S.A., 1955. Pp. 
520. Price $4.) 

The author of this excellent book is the 
daughter of C. M. McCloy, who is well 
known for his intensive studies and 
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writings on physical education. She has 
valuable qualifications for assessing the 
role of physical education in promoting 
mental health, for she has had experience 
as a clinical psychologist and as a teacher 
of physical education. 

‘The book is designed as a text-book for 
physical education students, but it would 
be of value also to all educationists and 
to many parents. 

There 1s an introduction on the subject 
of mental health and physical education, 
followed by four chapters on basic 
psychology : the meaning of adjustment 
and maladjustment, the characteristics 
of the normal and the abnormal, and the 
process of personality development. 
Unlike most books on psychology, this is 
easily comprehended by the layman and 
the text is clearly illustrated by practical 
examples of not-too-clinical cases. 

The remaining chapters deal specifi- 
cally with the application of this know- 
ledge to the field of physical education 
and recreation, in gymnastics, gaines, 
dance and drama. 

There is a good bibliography for those 
who are stimulated to further reading. 

We are increasingly aware of the close- 
ness of the mind-body relationship, and 
this book certainly contributes towards a 
greater understanding and practical use 
of this knowledge. 


JANE MAppers. 


Tue PsycHOLoGcy or THE CriMINAL Act 
AND PuNIsHMENT, by Gregory Zil- 
boorg. Hogarth Press and the 
Institute of Psycho-Analysis. 1955. 
Pp. 150. Price 10s. 6d.) 

This is one of six psycho-analytical 
epitomes, pleasant to hold and read in 
the train. The index is helpful in 
referring to an extract or point from the 
150 pages that might be useful in a 
lecture. 

Frankly, however, it is 
understand why books of this kind are 
published. It is too sketchy to be a 
text-book of a technical nature, while the 
style is difficult to read for a simple 
English mind unversed in Germano- 
Americoid college English. “Fish 
continued his psychologically precarious 
meanderings in this queerly healthy 
world of ours, in the largest metropolis of 
the world, unsuspected and unmolested.” 

The author has many good illustrations 
of the dual values of law and medicine. 
The criminal lawyer “insists on getting 
definitions which the Judge would then 
table and re-define to the jury in some 


difficult to 


language which an average jury could 
understand”. One feels that the author 
could have helped. 

AMBROSE APPELBE. 


Duck- 
Pp. 155 


Tusercu.osis, by Cedric Shaw. 
worth & Co., Ltd., 1955. 
Price &s. 6d.) 

This excellent book by Dr. Cedric 
Shaw is a detailed and authentic account 
of the history and treatment of tubercu- 
losis. Whether it is appropriate for the 
intended reader is, however, less certain 
The aim of the Modern Health series, 
in which this book is number five, is 
(as the Editor states) to give authoritative 
information to the patient : this book is 
certainly authoritative, but not suitable 
for most patients. 

Dr. Shaw knows his chest medicine 
very well. He is less at home in his 
judgment of how to express what he 
wishes the reader to understand. by 
word of mouth, in the clinic, correct 
impressions can be communicated. In 
print, they are more difficult to transmit 
Statements made by doctors, intended 
for laymen, are apt to become boomer- 
angs, having a deadly recoil. 

There are passages in this book which 
could not be considered useful to the 
patient. ‘Talking about the blood sedi- 
mentation rate the author says : ‘‘all that 
is required for its performance is a 3.8 
per cent solution of sodium citrate to 
prevent clotting, 0.4 c.c. of which is 
taken into a syringe which is then filled 
to the 2 c.c. mark with blood from a vein ; 
the mixture is sucked up into a tube 
calibrated in millimetres and held verti- 
cally in a stand”. 

Nor is the patient likely to be encour- 
aged by this statement: “‘someone once 
said succinctly that tuberculosis is a 
disease which proceeds by a series of 
relapses, and this is true. For the 
successful combating of such relapses 
both physicians and surgeons pray that 
there remains sufficient healthy lung 
tissue to permit of methods of treatment 
which, although successful in so far as 
control of tuberculosis goes, may end by 
impairing the function of the lungs and 
heart to a degree which is disabling or 
even dangerous.” 

This is not a book for laymen ; but for 
the health visitor in training, the student 
almoner, and even the medical student 
it can be highly recommended as lucid 
and interesting. 

J. H. Harrey WiLviaMs. 
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